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The Bancroft Wemorial Lecture.’ 


ANTHROPOLOGY AND THE MEDICINE OF MOSES. 


By A. A. ABBIE, 
Department of Anatomy, University of Adelaide. 


I po not need to tell a Brisbane audience that Joseph 
Bancroft was one of the most outstanding medical men 
that Australia, and particularly Queensland, has known. 
He was, indeed, the first man in Australia to receive 
international recognition in the field of medicine. Con- 
sequently, I can only say how honoured I am to be invited 
to deliver this oration in his memory. 


Choice of a theme both worthy of the occasion and 
appropriate to the subject presented a problem. Your 
President suggested that so far as possible I should link 
Bancroft’s interests with my own. I hope that I shall 
succeed in this. 


We may fairly assume that Bancroft was interested, 
inter alia, in tropical diseases, public health and preventive 
medicine. For myself, I can profess little knowledge of 
any of those sciences, so I propose to discuss the man who 
is widely acclaimed as the pioneer in all three—namely, 
the Moses of the Old Testament. Ignoring for tonight the 
doubts of Edwards (1904) and others as to whether Moses 


1Delivered at a meeting of the Queensland Branch of the 


British Medical Association on September 12, 1957. 


ever existed, I shall endeavour to examine the validity of 
these claims. 


Ethnological Background. 


To treat our theme with understanding, we must put 
Moses and his compatriots into their proper historical and 
ethnological perspective. This in itself is a tremendous 
task, and you must forgive me if I provide only a super- 
ficial sketch. The references cited will supply the sub- 


stance for my statements. 


It is now generally agreed that the comparatively recent 
date suggested in the Book of Genesis for the Creation is 
incorrect. Current views put the age of the earth at 3000 
million years at least, and that of man from half to one 
million years (Le Gros Clark, 1954). This does not mean 
that man was the subject of special creation quite 
recently—it means only that he evolved rather late in 
geological time (Abbie, 1956). I do not wish to labour 
this point beyond the necessity of emphasizing that at least 
half a million years of prehistory and protohistory pre- 
ceded the emergence of any human groups at all into 
historical recognition. 


Archeology (Baikie, 1914; Kenyon, 1940; Albright, 
1949; and others) discloses in the Middle East a record of 
continuous human occupation ranging back to the crudest 
of stone implements which cannot be less than 150,000 
years old. European evidence indicates that by about 
20,000-15,000 B.c., Upper Paleolithic man had elaborated a 
fairly complex system of beliefs, which probably included 
a totemic organization related to animals and other natural 
features; fertility ceremonies for the increase of man and 
the totemic objects—possibly conducted by totemic leaders; 
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belief in an after life as indicated by the ceremonious 
interment of bodies; and a strong belief in the life-giving 
properties of blood. These beliefs were progressively 
extended and adapted through the succeeding Mesolithic, 
Neolithic and Bronze ages until the establishment of 
civilized communities in the Nile and the Tigris-Euphrates 
valleys between 4000 and 3500 p.c. By then the animal 
totemic system, which had been firmly entrenched through- 
out the eastern Mediterranean region, was becoming 
modified by a strong tendency to deify both the totemic 
object and the priest or king who represented it for the 
time being (see Graves, 1955). Basically, religion was 
still a fertility cult which included phallic worship and 
the worship under various names—Isis, Astarte, Venus, 
etc.—of a fertility goddess or universal mother, symbolized 
by the cow and moon. When the facts cf paternity become 
known, the goddess was rivalled or replaced by a god or 
universal father, also under various names—Osiris, 
Tammuz, Zeus, Adonis, etc.—symbolized by the ram, bull 
or sun. And from 4uife eariy on the Egyptians had a 
trinity—father, mother ead son. All this, and much more, 
was already the common heritage throughout that region 
long before there is any record of the Jews as an entity. 


The Jews were probably a nomadic pastoral] tribe who 
called themselves Kebiri or Habiru (i.e.. Hebrews). They 
formed a small section of the powerful and warlike semitic- 
speaking people who invaded the Tigris-Euphrates region 
about 2400 B.c., conquering the Sumerian inhabitants there 
and founding the kingdoms of Akkad, Elam, Babylonia 
and Assyria. The Jews first appeared historically as a 
people when they migrated from the region of Ur under 
the leadership of Abraham at about the time of the death 
of the Babylonian King Hammurabi—i.e., between 2000 
and 1800 p.c. By then a highly developed civilization had 
already been in existence in the Middle East for nearly 
2000. years. 

Abraham went to Egypt just after that country had been 
conquered by a related semitic-speaking group of nomadic 
pastoralists called Shepherd Kings or Hyksos. The Hyksos 
ruled Egypt with varying degrees of completeness as the 
Fifteenth and Sixteenth Dynasties from about 1857 B.c. to 
1576 B.c. (Weigall, 19384). It was natural for the Jews to 
follow their compatriots, the Hyksos, into the rich and 
now friendly Egypt, and it seems probable that Abraham’s 
party was only one of many such. The episode of Joseph 
and his brethren must have occurred towards the latter 
part of Hyksos supremacy; but the Jews survived the fall 
of the Hyksos, persisting throughout the Eighteenth 
Dynasty and well on into the Nineteenth. 


Egypt saw a major religious crisis during the Bighteenth 
Dynasty. The mystic, Amenhotpe IV, who renamed him- 
self Akhnaton, abolished the worship of Amen the official 
sun god, and all other gods, and substituted worship of 
the sun’s disk, Aton. This was not just another kind of 
sun worship; Akhnaton really worshipped the spirit 
behind the sun’s disk, thus introducing an abstract mono- 
theism previously unknown (Weigall, 1933). After 
Akhnaton died in 1354B.c., the old gods were quickly 
restored; but apparently his strong beliefs left some 
impression, for it seems clear that the Jews, otherwise 
surrounded by idolatrous neighbours, could have been 
inspired to their monotheistic religion only from this 
source. This view is supported by the many similarities 
between the two forms of idealism. Egyption influence is 
seen, inter alia, in the 104th Psalm, which is really 
Akhnaton’s Hymn to Aton, and in much of the substance 
of Deuteronomy and Proverbs (Maspero, 1922; Weigall, 
1933; Oesterley, 1942; and others). However, Akhnaton 
went far beyond Moses, for he preached a brotherly love 
that found no echo until nearly 1400 years later, in the 
New Testament. 

The Pharaohs of the Jewish oppression seem to have 
been those of the early Nineteenth Dynasty—Rameses I, 
Sety I and especially Rameses II. The Jews probably left 
Egypt under the next Pharaoh, Merenptah, about 1220 B.c., 
being led by Moses—reared in the Pharaoh’s court and 
skilled in the learning of the Egyptians. One gains the 


impression that the most ardent monotheists among the 
Jews were the tribes of Levi and Judah. Moses and Aaron 
were both Levites, and the Levites became the hereditary 
priesthood. The tribe of Judah appears to have supplied 
a hard Calvinistic kind of core, which struggled to main- 
tain the Law of Moses long after most of the others had 
relapsed into idolatry. Some of the tribes seem to have 
left Egypt and its gods with reluctance, and certainly 
many Jews stayed behind, for there are records of long- 
enduring Jewish settlements along the Nile valley. 


At all events, the religion that was subsequently promul- 
gated as the Law of Moses reflects all the different stages 
of past Jewish experience. There was a stone-age basis in 
phallic survivals, belief in the sanctity of blood, practice 
of anime! sacrifice, a strong inclination towards animal 
worship, and others I shall mention later. From 
Mesopotamia came the story of creation and the flood; 
the ark with its two stone tablets recording the law; the 
altar with four (bull’s) horns for the shew bread; and the 
various kinds of sacrifice (Baikie, 1914). Also from 
Mesopotomia came the seven-day week based<‘upon the 
seven chief gods—named after the five known planets, the 
moon and, most important, the sun; possibly the seven- 
branched candlestick and the seven lamps of the temple 
own a similar origin. Babylonia made another important 
contribution: the secular part of the Law of Moses was 
based mainly upon the Code of Hammurabi (Edwards, 
1904). From Egypt came the essential religious ritual; 
the sanctum sanctorum in the temple—empty as in 
Akhnaton’s day; the washings and cleansings of priests; 
the priestly robes of fine linen; and above all, the lofty 
abstract monotheism evolved by Akhnaton. If all these 
elements are not immediately apparent in the five Books 
of Moses, it must be remembered that the Pentateuch 
was not finally written up and systematized until about 
600 years later, during the exile in Babylon (Edwards, 
1904; Barnes, n.d.; e¢ alii). 


This long introduction has been necessary to provide a 
proper background for the Jewish beliefs because, as we 
shall see, the medicine of the Bible is explicable only 
against this background. 


Medicine in the Bible. 
Circumcision. 


Circumcision is a convenient starting point, since it is 
both basic to the Jewish faith and held to be an important 
prophylactic measure against cancer of the penis and of 
the cervix uteri. Whatever may be the truth of the latter 
contention, we may be sure that it was not the original 
idea, for circumcision long antedates any hint of civiliza- 
tion and much more any conception of prophylaxis—except, 
perhaps, against magic. Circumcision and other forms of 
genital mutilation of both sexes are still widely practised 
in the more primitive cultures in Africa, the Middle East 
and elsewhere (Graham, 1950). This is notably the case 
with Australian aborigines (see Roth, 1897; Ashley- 
Montagu, 1937), whose culture is mesolithic (Abbie, 1951), 
preceding that of ancient Egypt by several thousand years. 
In prehistoric Egypt itself, male bodies from a cemetery 
dated at 5000B.c. were found by Elliot-Smith to have been 
circumcised (Castiglioni, 1941). The Jews did not adopt 
circumcision until after Abraham had visited Egypt, and 
Herodotus believed that the Egyptians (or the Ethiopians) 
had taught the operation to all who then practised it. 
But this can refer only to the people known to the 
Egyptians, for there is every evidence that circumcision 
is much more ancient even than ancient Egypt. 


We may fairly assume that from its very nature circum- 


cision must have had some phallic significance, and that © 


it was initially a Stone Age rite. This. view is supported 
by the fact that even well into the Bronze Age the opera- 
tion was still ceremoniously performed in the original way 
with a stone implement, and until quite recently it was 
still performed by one of the priestly caste—a rabbi. The 
sacred import of the procedure is revealed by the ancient 
Jewish custom of swearing their most solemn oaths while 
al the circumcised penis (Brim, 1936; Genesis, xxiv: 
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Sexual Hygiene. 


Bestiality was punished by killing both the human and 
the animal involved. 
practised by those who worshipped animals (Brim, 1936). 
The penalty had no medical basis—it was incurred by the 
act of false worship. Homosexuality was also punishable 
by death, and for the same reason (Westermarck, 1931). 


A woman was “unclean” while menstruating or suffering 
from any other vaginal bleeding or a vaginal discharge. 
After the condition ceased, she had to wait for a further 
week before she could approach the temple for purification. 
Intercourse during the period of interdiction transferred 
the “uncleanness” to the male. Males were unclean after 
an ejaculation and had to perform ablution. Any with a 
urethral discharge were also unclean while it persisted, 
and needed purification afterwards. Ordinary intercourse 
demanded subsequent ablution by both parties. Any 
important religious ceremony involved abstention from 
intercourse for three days beforehand, nor could the 
participating males risk any other form of contact with 
females during this time. A woman who bore a male 
child was unclean for seven days, and was forbidden to 
approach the temple or touch any hallowed object for a 
further thirty-three days. If the child was a girl, these 
periods were doubled. In all these cases, appropriate 
sacrifice and ritual after the prescribed interval secured 
purification. 


Despite the fact that these measures have been hailed 
as important contributions to hygiene, it is difficult, except 
in the case of urethral and vaginal discharges, to endow 
them with any objective medical justification. In general, 
the rules bear more hardly upon women than upon men. 
This recalls the primitive belief that women are dangerous 
anyway, and menstruating women and the menstrual blood 
particularly so. Many primitive communities keep 
menstruating women taboo and isolated (Graham, 1950), 
since contact with persons or food endangers both, con- 
tact with implements or weapons destroys their utility, 
and contact with cultivated fields blights the crops. There 
is quite an amount of information on this subject con- 
cerning Australian aborigines (e.g., Roth, 1897; Baldwin 
Spencer, 1914; Ashley-Montagu, 1937; Kaberry, 1939; and 
others). Menstruating women are held apart and, like 
Jewish women, are secluded for a time after parturition. 
But the aborigines do not regard their women as “unclean” 
during such episodes—they are only rather dangerous 
(Kaberry, 1939). 


Elaboration of these primitive beliefs in the Pentateuch 
has gone to the extent of incorporating menstruation, etc., 
into a general system of unclean “issues”. Such issues 
included any kind of discharge from the body, such as 
vaginal bleeding or discharge, male ejaculation or urethral 
discharge, running sores and ulcers and so on. Irrespec- 
tive of their nature, all discharges rendered the body 
imperfect and therefore unclean; contact spread the 
uncleanness to people and things and endangered the holy 
place. The ban applied equally to animals which might 
have been used for sacrifice. Clearly, this was prophy- 
laxis only in the religious sense; it had no real medical 


significance. 


Marriage Groups. 


Proscription of certain classes of mating has some pos- 
sible interest from the genetic viewpoint. The fact that 
the ancient Jews, like their neighbours, practised both 
polygamy and concubinage complicates the picture. More- 
ever, there is no condemnation of the story that Lot’s 
daughters got themselves pregnant by their father, that 
Abraham was married to his half-sister, Sarah, or that 
Jochebed, the mother of Moses, was his father’s aunt. 
Claims for incestuous unions are common in the legendary 
ancestry of many peoples; but the Pentateuch, when 
finally elaborated, was more stringent. 


Prohibited unions were those with mother, sister, sister- 
in-law, daughter, aunt, daughter-in-law. The current 


Polygamy made it necessary to extend some of these 
classes. Thus, the category of “mother” included step- 


This was because bestiality was - 


mother, secondary wife and concubine of the father, and 
aunt—in other words, any woman who might have stood 
in the relationship of ‘possible’ mother. Equally, the 
“sister” group included legitimate sister, half-sister, step- 
sister and illegitimate sister, as well as sister-in-law—that 
is, any woman who might have stood in the relationship 
of “possible” sister. The same applies to “possible” 
daughters, including daughters-in-law. 


Set out in this way, the system assumes a curious simi- 
larity to some of the marriage groupings found amongst 
many peoples including the Australian aborigines, who are 
also polygamous (see Spencer, 1914; Basedow, 1929; Elkin, 
1938; et alii). Even the exceptions have similarities. If 
a Jew died childless, his brother was expected to provide 
the widow with children; if an aborigine dies, his brother 
has first claim on the widow. But the aborigines do not 
disguise half of their polygamy as concubinage—that is 
mainly a matter of status and property, and the aborigines 
have little of either. 


At all events, it seems safe to conclude that the Jews 
had no eugenic purpose behind their marriage groupings, 
but rather, that these were a relic of a more ancient 
totemic system. The system must have been passed on 
through Mesopotamia, not Egypt, for the Egyptians 
favoured brother-sister matings. 


Infectious Disease. 


Many infectious diseases of doubtful etiology are men- 
tioned in the Bible, and there is insistence, as has already 
been observed, upon the risk of contamination from 
various body “issues”. However, the subject that receives 
the greatest attention under this heading is undoubtedly 
‘leprosy’. It is fairly evident that the leprosy of the 
Bible is not the Hansen’s disease of today—unless it has 
changed its character quite radically. Biblical leprosy 
could, apparently, be transmitted almost instantaneously 
at a touch from person or thing, and it could clear up in 
a week or so. That is altogether different from the present 
picture, and suggests ritual uncleanness. Various specula- 
tions as to the nature of the disease—if it was a single 
disease—have included herpes, trichophytosis, syphilis and 
vitiligo (Brim, 1936). According to Graves (1955), leprosy 
got its name from the Greek town of Lepreus: but the 
disease there was vitiligo, for leprosy did not invade 
Europe until the second century a.v. However this may 
be, there is plenty of evidence that the Jews dreaded the 
disease, and this dread has been passed on to all sub- 
sequent students of the Bible. 


The significant aspect of the Jewish attitude to leprosy 
is that diagnosis of the disease, supervision of its progress 
and subsequent certification of cure lay in the hands of 
the Cohens, members of the priestly class trained for this 
purpose. Clearly, concern was not so much with control 
of disease as with control of people who might spread 
ritual contamination. One wonders how many sufferers 
from innocent skin complaints were condemned to the 
misery and isolation inflicted by the label “leper, unclean”. 


Food Taboos. 


Kosher food—i.e., food permitted to the Jews—included 
among mammals cloven-hoofed and parted-hoofed animals 
which were cud-chewers; this excluded camels, pigs, 
carnivores and rodents. The only fish allowed must have 
both scales and fins. All birds, apart from birds of prey, 
were acceptable. Of insects, such vegetarians as the locust 
and grasshopper could be eaten. Worms and grubs within 
fruits were clean, but once they had crawled on the 
surface or on the ground they became unclean. Reptiles, 
which mostly crawl on the ground, were also forbidden. 
In general, the permited food animals were vegetarians; 
voracious, carnivorous or predatory animals were not 
clean. When an animal was slaughtered in kosher fashion, 
its blood had to drain upon the ground and was covered 
with earth. The eating of blood was strictly forbidden. 


The completely arbitrary nature of these inclusions and 
exclusions makes it obvious that they have no rational 
basis. The only possible explanation is that they repre- 
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sent a confused mixture of totemic survivals which for- 
bade any particular animal to members of its own totem— 
that was equivalent to eating a brother (Harley, 1941). In 
Australia the aborigine will not eat his totemic animal 
or plant save under dire necessity (Baldwin Spencer, 1914; 
Basedow, 1929). The same is reported of some natives in 
Africa (Harley, 1941). By elaboration, what is forbidden 
becomes a source of danger or even ritual defilement. 


The case of the pig is slightly different. A number of 
commentators have held that the Jewish ban on pork 
indicated a prescience of the danger of trichiniasis. That 
is quite ridiculous. There is no evidence that anyone in 
the Middle East in those times had any inkling of the 
existence of trichiniasis, much less the cause; but there 
is ample evidence that the pig was then held in abhorrence 
throughout that region as an emblem of evil. It was the 
pig, representative of Set, who attacked Osiris (or Horus), 
lover of Isis, in Egypt (Hocart, 1942); it was the pig who 
slew Tammuz, lover of Astarte, in Babylonian legend 
(Baikie, 1914); and it was the pig who killed Adonis 
(equivalent of the Hebraic Adonai, or Lord), lover of 
Venus, in Greece (Graves, 1955). Detestation of the pig 
is to be included amongst the relics of a much older 
community of eastern Mediterranean fertility beliefs. In 
other places—e.g., Melanesia and Polynesia—the pig, on 
the contrary, is an object of veneration. 


The totemic nature of these animal food restrictions is 
linked up with animal sacrifice. This was widely prac- 
ttised all round the eastern Mediterranean. The savour 
of the sacrifice was food to the gods who, if not so satis- 
fied, would wane away, go elsewhere or turn revengeful. 
The various kinds of sacrifice prescribed in the Pentateuch 
are derived from Mesopotamia (Baikie, 1914); but the 
manner of conducting the sacrifice followed closely the 
Egyptian pattern as described by Herodotus. The animal 
had first to be certified free from blemish by the priest. 
When it was killed, the head, entrails, dung and other 
unclean parts were disposed of. The meat was the portion 
of the priests. The blood was sprinkled on the altar and. 
together with the fat, was burnt as the real sacrifice. 


We have already noted that Stone Age beiief held blood 
to be the essence of life. Australian aborigines still use 
blood freely in their ceremonies. The Egyptians employed 
the sacred blood and fat extensively in their medicaments. 
When the ancient Greeks sacrificed, the blood was allowed 
to fall on the ground, where it was lapped up by the 
sickly and jealous ghosts of the underworld (Homer); 
the fat and bones were burnt as the sacrifice. The Greeks 
considered animal blood dangerous, and there are legends 
of persons executed by being compelled to drink bull’s 
blood. (Other peoples, apparently, could drink blocd— 
even bull’s blood—with impunity.) The origin of the 
Jewish custom of allowing the blood to fail upon the 
ground, and forbidding it as food, is obvious. This is not 
medicine, but merely a relic of totemic beliefs. 


General Cleanliness and Sanitation. 


“Entire chapters in Leviticus, Numbers and Deuteronomy 
are devoted to the subject of cleanliness of the person, 
clothing, utensils, tents, tabernacle and camp.” (Brim, 
1936, page 201.) This has been claimed as evidence of a 
strong public health outlook, and even as an anticipation 
of the germ theory. No doubt the results were generally 
beneficial, but our task is to discover the real intention. 


At least much of this was not peculiar to the Jews. The 
Egyptians had a fair standard of general hygiene, and for 
the priests a very high standard indeed, including ritual 
cleansings before approaching the altar. There is no 
doubt that Jewish hygiene was based upon Egyptian 
(Neuburger, 1910; Castiglioni, 1941; Dawson, 1942; et 
alii); but there was one significant difference. The Jews 
were a holy people, and to sustain that status rules of 
cleanliness which elsewhere applied only to priests were 
jhere extended to everybody. (‘And ye shall be unto Me 
a kingdom of priests, and an holy nation.” Exodus, xix: 
6.) The symbol of the tribe of Levi was the laver (Brim, 
1936); but every Jew was expected to be always in a 
condition to approach his Lord directly. 


Personal and general hygiene are excellent; but the 
ritualistic nature of the Pentateuch extended the con- 
ception of “cleanness” in quite arbitrary directions. Under 
the heading of sexual hygiene, it was shown that the rea! 
uncleanness of the body arose from the associated “issue” 
which made the body imperfect, and that included all kinds 
of issue. Any disease or defect which rendered a person 
imperfect made him ritually unclean and a source of con- 
tamination. Sick, deformed (including those with 
hypospadias due to clumsy circumcision) or castrated 
people could not approach the altar, and certainly could 
never be admitted as priests (e.g., Leviticus, xxi : 17-23). 
Equally, imperfect, diseased or castrated animals could nct 
be used for sacrifice; but there is an inconsistency (or 
mistranslation) here, since the Bible refers to the sacrifice 
of bullocks (e.g., Leviticus, i: 5). Anything dead was 
unclean; a dead animal could not be eaten or used for 
sacrifice; a human body contaminated all who touched it, 
and it could not be approached by a priest. Soldiers 
returning from battle had to be purified. 


Anything that came into contact with an unclean object 
must be purified or destroyed according to its nature. 
Metal dishes or implements were scrubbed until spotless; 
earthenware vessels which could not be so treated were 
smashed. This disposes of any argument that the Jews 
anticipated antisepsis, since boiling in water would have 
sufficed to sterilize such vessels. Another indication of the 
Jews’ ignorance of antisepsis is revealed in the allowance 
that if any woman had lost two sons by the fever— 
presumably infection—following circumcision, the opera- 
tion on the third shall be deferred until he is grown and 
strong. It has also been claimed that the incense used so 
freely in religious sacrifice etc. had antiseptic properties 
(e.g., Brim, 1936). Incense has no known antiseptic 
properties but, together with other perfumes, it was 
employed widely throughout the Middle East to enhance 
the savour of the burning sacrificial food and so give the 
gods greater pleasure. 


Anything unclean—bodies, feces, urine, dung and 
effuvie from sacrifices—all had to be buried outside the 
camp. The objective was not sanitation, but to get this 
unclean matter as far as possible from the holy place, 
which was in the centre of the camp. (“Command the 
children of Israel, that they put out of the camp every 
leper, and everyone that hath an issue, and whosoever is 
defiled by the dead: Both male and female shall ye put 
out, without the camp shall ye put them; that they defile 
not their camps, in the midst whereof I dwell.” (Numbers, 
v:2, 3.) One wonders if burning would not have been 
better from the sanitary point of view; but perhaps that 
was too much like a sacrifice. A comment by Neuburger 
“ Persian medicine (Neuberger, 1910, page 37) applies 

ere: 


Much that we commend as hygienic was so but 
secondarily, and sprang only from religious motives. 
When, for instance, we find purification, washing and 
isolation of the sick practised, we must not omit to 
remember that this is rather evidence of a belief in 
demons .than a foreshadowing of antisepsis. 

On his next page, however, Neuburger discusses exactly 
the same features of Jewish medicine with evident 
approval. 


One other aspect of sanitation demands attention—the 
disposal of personal excreta. In Deuteronomy, xxiii,: 13, it 
is stated: “And thou shalt have a paddle upon thy weapon; 
and it shall be, when thou shalt ease thyself abroad, thou 
shalt dig therewith, and shalt turn back and cover that 
which cometh from thee.” Superficially this appears to be 
an admirable piece of personal hygiene, but it really 
indicates rather a belief in sympathetic magic. Referring 
to Australian aborigines, Baldwin Spencer (1914, page 
257) writes: 

In the Kakadu tribe there is a very curious form of 


‘magic, the ceremony connected with which is called 
Tjailaiyu. It is concerned with injuring a person by 


means of dealing in a very special way with some of his 
excrement or korno. Because of this, everyone is most 
careful to cover over and hide from view all 
excrementa. ... 
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Similar beliefs are held in New Guinea (Mead, 1939), in 
Africa (Harley, 1941) and elsewhere (Rivers, 1924; 
Roheim, 1931; and others). Even into medieval times 
and later, such ideas were put into practice in European 
witchcraft, and it is clear that all this sprang from a 
common ancient belief that to allow anything from the 
body to fall into an enemy’s power was to court sickness 
or death by magical influence. 


Conclusion. 


It is true, as Brim (1936) states, that whole chapters 
of Leviticus, etc., are devoted to the subject of cleanliness. 
But considerably more is concerned with the finest detail 
of construction of the ark, altar, temple and holy orna- 
ments; with the attire, conduct and prerogatives of priests; 
with the occasions for and minutie of sacrifice, and so on. 
In comparison, the space allotted to the secular and moral 
law is but slight. Obedience to the law merited rich 
rewards, but disobedience is threatened with dire penalties, 
and notably the infliction of disease. Disease, imperfec- 
tions and deformities were not a natural event, they were 
a penalty of sin—either one’s own or of one’s parents. 
Therefore, little tenderness was shown for the sick; nor, 
apart from the casting out of devils, is there much mention 
of attempts at cure. When a victim did recover, he had to 
expiate his presumptive sin by offering sacrifice for 
purification. 


Obviously, this was no kind of medicine; nor, despite the 
assertions of various enthusiasts, was it ever intended to 
be medicine as such. The Old Testament is concerned 
with sickness only incidentally as one form of ritual 
impurity. What has been claimed as medicine is simply 
part of a priestly code prescribed to secure ritual purity 
for the whole people. Purity diminished the risk of divine 
infliction of disease. (“If thou wilt diligently hearken to 
the voice of the Lord thy God, and wilt do that which is 
right in his sight, and will give ear to his commandments, 
and keep all his statutes, I will put none of these diseases 
upon thee which I have brought upon the Egyptians... .” 
Exodus, xv: 26.) Moses—or one of his commentators— 
was a great priest, but he was not in any sense a medical 
man. In his greatest elaim to fame—hygiene—he was 
concerned solely with a prophylaxis which was not bodily, 
but spiritual. 


This inevitably raises the question: was there no real, 
secular, medicine in Israel? Of course there was; the sin 
of King Asa was that he sought the help of physicians, 
instead of Jehovah. Also, as in Egypt, physicians were 
attached to the temple to care for the priests, whose 
routine of ritual washing, thin attire etc. made them sub- 
ject to abdominal disease and, possibly, rheumatic com- 
plaints (Neuburger, 1910). Childbirth was conducted on 
a birth stool, and supervised by midwives. In addition 
to the minor domestic complaints of everyday life, there 
was quite a body of medical conditions which had recently 
emerged from the category of magical or divine affliction 
and could be treated on their merits by those trained to 
do so. Prominent among these were injuries, battle 
casualties, eye diseases, etc. We know from the medical 
writing of Egypt and Babylonia (see, e.g., Edwards, 1904; 
Neuburger, 1910; Dawson, 1929, 1930, 1942; Castiglioni, 
1941; and others) that, despite the survival of much 
superstition and a good deal of empiricism, lay prac- 
titioners had attained some degree of competence in 
treating such conditions fairly objectively (Gordon, 1942). 
The Old Testament, however, gives little attention to 
secular medicine, since this had moved out of the super- 
natural class and therefore required no priestly inter- 
vention. 


Today, looking back over a span of more than three 
thousand years, we can afford to admit that the medicine 
in the Old Testament is little more than a reflection of 
the consolidated religious beliefs current in the Middle 
East at that period. At the same time, we must not be too 
intolerant of those who make wider claims. For we must 
remember that of those three thousand years, only the last 
century has seen any real approach to a more rational 


attitude. This we owe to the efforts of a small band of 
inspired workers, and not least amongst them was Joseph 
Bancroft. 
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SOME OBSERVATIONS ON CERTAIN HEAD INJURIES 


OF INFANTS AND CHILDREN. 


By M. Sorer SCHREIBER, 
Royal Alexandra Hospital for Children, Sydney. 


Some aspects of certain reasonably common head injuries 
of infants and children will be discussed, also a few head 
injuries which may be of interest because they are 
uncommon even in children. 


Extradural Hzemorrhage in Infants and Children. 


It is well known that extradural hemorrhages are much 
less common in infancy and childhood than among adult 
patients. It is perhaps less well known that extradural 
hemorrhage is more common in infancy than in childhood. 
Reporting on 30 patients aged under 12 years with massive 
extradural hematomata, Ingraham and Matson (1954) 
state that more than half of these occurred in the first two 
years of life. In explanation of this incidence, Campbell and 
Cohen (1951) point out that in the first two years of life 
there is a very rapid growth of the skull with a corres- 
pondingly rapid alteration of the curvatures of the bones 
of the vault, and that this is associated with a weakness 
of dural attachment of certain areas. Hence a blow on the 
head is more likely to cause separation of the dura from 
the bone in infants than it is in children, and separation of 
the dura from the bone is an essential preliminary to 
extradural hemorrhage —a fact first pointed out by Sir 
Charles Bell in 1816. Unless the dura is first separated 
from the bone by the blow, the pressure of the blood 
emerging from the damaged vessels could not detach it. 
Campbell and Cohen also point out that it is only after the 
age of two years that the meningeal vessels occupy shallow 
grooves in the skull and are likely to be directly injured by 
a fracture, and that in eight out of their 20 cases no 
fracture was seen radiologically or at operation. 


Only three cases of extradural hematoma have been seen 
at the Royal Alexandra Hospital for Children in the past 
four years (excluding that of a boy with hemophilia and 
extradural hematoma under an occipital fracture). In two 
cases there was no initial loss of consciousness. The time 
intervals between the injury and the onset of symptoms 
were one hour, three hours and six days respectively. All 
three patients made good recoveries, even though two were 
in a state of deep coma and decerebration with Cheyne- 
Stokes respiration at the time of operation. (This illus- 
trates the well-known fact that children are much more 
likely to recover from severe medullary compression or 
injury than are adults.) In two out of the three cases an 
associated skull fracture was present. 


Acute Subdural Hzematoma in the Newborn. 


Standard pediatric text-books usually state that it is 
seldom possible. to make any accurate clinical diagnosis 
of the pathological changes that have occurred in a case 
of cerebral birth injury, and in general recommend medica] 
treatment only. Seldom is any mention made of the pos- 


sibilities of surgical treatment. The only type of subdural 
hematoma of the new-born that is given much mention is 
the bleeding caused by a tearing of the falx from the 
tentorium, and a rather hopeless prognosis is implied. 


In fact, acute subdural hematoma of the new-born is the 
commonest variety of traumatic cerebral hemorrhage for 
which operation is performed at the Children’s Hospital, 
and the results of surgery are surprisingly good. 


The recent case of a baby boy will serve to introduce the 
condition. 

This baby had a normal birth, and appeared well for the 
first two days of his life. Then on the third day he had 
convulsions, especially on the right side of his body, and 
he became cyanosed and comatose. It was found that his 
fontanelle was bulging, and that he had ptosis of his left 
upper eyelid and a fixed dilated left pupil. Subdural taps 
were performed, and 10 millilitres of dark fluid blood were 
removed from the left subdural space, with relief of his 
fontanelle pressure; he recovered consciousness in a few 
hours. On the next day as much fluid blood as possible was 
removed by subdural tap, and on the fifth day of life a large 
left osteoplastic craniotomy flap was raised, and an extensive 
subdural clot was removed. His subsequent recovery was 
speedy and satisfactory. 

The mechanism of this hemorrhage is briefly as follows. 
During the process of moulding that is necessary to adapt 
the shape of the fcetal head to that of the birth canal, the 
blood vessels and the dural septa— which are less elastic 
than the fetal brain — may be excessively stretched, and 
may rupture. It is usually stated that the vessels torn are 
either the superior cerebral bridging veins or the basal 
veins and sinuses. 


In our cases, we have found that the clot is much thicker 
over the lateral aspect of the temporal lobe than it is higher 
up near the superior sagittal sinus. Also, of 17 consecutive 
such cases at the children’s hospital, in 16 unilateral sub- 
dural hemorrhage was present, and in only one bilateral 
hemorrhage. (In this case of bilateral hemorrhage, a 
major subdural hematoma was present on the side of the 
Gilated pupil. On the other side, a subdural tap, originally 
giving negative results, gave a positive result later on, 
and the subdural membrane found at a_ subsequent 
craniotomy overlay a porencephalic hemisphere. It seems 
probable that this second delayed subdural hematoma was 
secondary to a complicating intracerebral hemorrhage, 
which had broken through to the surface on that side.) 
Had the veins entering the superior sagittal sinus been 
involved, bilateral hemorrhages would have been much 
more frequent. Again, these cases of acute unilateral 
subdural hematoma usually present as urgent surgical 
emergencies, which would lead to death in the first days 
of life if not relieved, whereas the subdural hematomata 
of infancy are mostly bilateral and are subacute or 
chronic in their clinical presentation. It therefore seems 
that these chronic hematomata of infants are not merely 
missed or mild cases of the acute subdural hematoma of 
the new-born as is usually inferred, but have quite a 
different origin. It is likely that the profuse bleeding 
which causes the acute subdural hematoma of the new-born 
is from ruptured inferior cerebral bridging veins on one 
side of the cerebral hemisphere, whereas in the more 
chronic bilateral subdural hematomata of infancy, the 
original bleeding is a much less profuse, slow symptomless 
oozing from the centrally situated superior sagittal venous 
sinus —either from the lateral lacune, or from torn 
superior cerebral bridging veins. The autopsy findings of 
Milroy Paul (1955) in new-born infants who died of ‘intra- 
cranial hemorrhage appear to support this concept. He 
states that tears in the dura were found at one of two sites: 


One site was at the origin of the free border of the. 


falx cerebri from the tentorium cerebelli, and this was 
usually associated with a rupture of the largest bridging 
vein, the great cerebral vein of Galen. : 


This would cause a profuse subdural hemorrhage into the 
posterior fossa. We have not seen such tears at operation, 
and presumably this is a fatal injury and accounts for the 
subdural hematoma statistics of obstetric hospitals. 


The other site was a tear in the tentorial notch at the 
point where the tentorium cerebelli passed onto the 
superior surface of the petrous temporal bone, and 
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although this tear did not open into a venous sinus, the 
injury was usually associated with much subdural 
bleeding. 
It seems reasonable to think that this lateral tear in the 
tentorium might well be associated with tearing of inferior 
cerebral bridging veins, and an acute unilateral subdural 
hematoma. 


Seventeen cases of acute subdural hematoma of the new- 
born have been met with at the Children’s Hospital in the 
past four and a half years. Ten, or more than half of the 
cases, have been seen in the past 18 months. This is 
presumably an indication that the condition is now recog- 
nized more frequently than it was in the past. 


Craniotomies were performed on 15 of the patients with 
cnly two post-operative deaths. The other two patients 
died before operation could be performed. Of the 13 
survivors the present state or future outlook is very poor 
in four cases, and is only fair in three cases. However, 
six patients (or roughly half the survivors) are develop- 
ing welJ, and appear to have good future prospects. 


To put these figures in proper perspective, they should 
be compared with Echlin’s figures for acute and subacute 
subdural hematoma in adults. In those operated upon in 
the first 48 hours there was a 90% mortality rate, for 
operations performed between the third and seventh day 
after the injury a 50% mortality rate, and for those sub- 
jects operated upon in the second or third week after the 
injury a 25% mortality rate—plus a high morbidity rate. 


Thus the operative mortality rate (and probably the 
end results also) is very much better in this group of new- 
born infants than it is in adults with acute traumatic sub- 
dural hematoma. This is no doubt because in the infant 
the injury is caused by deformation of the skull, and 
primarily damages the bridging veins, leaving the brain 
relatively unharmed; whereas in the adult the injury is 
one to the skull in motion—an acceleration-deceleration 
injury—with primary laceration of the brain and secon- 
dary subdural bleeding. 


Why has this not been made clear in the text-books and 


_ literature? I think it is because there has been a failure 


to differentiate between the severe (and fatal) hemorrhages 
associated with the tearing of the falx at its attachment 
to the tentorium cerebelli from the less severe unilateral 
hemorrhage caused by the tearing of the inferior cerebrai 
bridging veins on one side of a cerebral hemisphere. 


In the cases in which the end results have been or are 
expected to be poor, this has been because of associated 
brain damage, not infrequently visible at operation—either 
anoxic softening or intracerebral hemorrhage. 


Of the 17 cases (11 in boys, six in girls) met with at 
the Children’s Hospital in’ the past four and a half years 
the lesion was unilateral in 16 (11 on the right side, five 
on the left), there was a history of difficult birth in five 
(in two details were unknown), the first major symptom 
was noted on the second to the fifth day in 15 (eight on 
the third day) and on the eighth day in two. The 
remaining clinical aspects are summarized in Table I. 


The initial symptoms were usually quite acute with 
onset most commonly on the third or second day of life— 
irritability, twitching and stiffening (i.e. convulsions) 
going on to coma and collapse. Often the baby is pale from 
blood loss, and the hemoglobin value is quite low. Nearly 
all patients had a tense or bulging fontanélle. The patients 
with early onset of symptoms (second to fourth day) 
had evidence of oculomotor nerve paresis on the side of the 
lesion (varying from a dilated, sluggish pupil to a complete 
third nerve palsy). In the two cases in which the onset of 
symptoms was on the eighth day, there were no pupillary 
signs. Only one patient manifested hemiparesis, and this 
paralysis was on the same side as the dilated pupil and the 
hematoma. Thirteen of the 17 patients were subjected to 
lumbar puncture, usually in the obstetric hospital, and 
some bloody cerebro-spinal fluid was removed. Only later 
were subdural taps performed. As most of the patients 


had, or later developed, evidence of tenorial herniation 
(the third nerve lesion), and as a lumbar puncture with 
removal of cerebro-spinal fluid dangerously aggravates 


such a herniation, it is obvious that the first investigation 
should be the performance of subdural taps, and only if 
the result of these is clearly negative should a lumbar 
puncture be performed. For example, one of the subacute 
cases was diagnosed as a subarachnoid hemorrhage, and 
the patient was treated with cortisone, and with lumbar 
puncture every two days, before being finally referred for 
subdural taps. 


It is usual to find evidence of subarachnoid bleeding in 
these cases, and Milroy Paul (1955) believes that this 
bleeding has been caused by a rebound of the deformed 
elastic skull onto the brain when regaining its original 
shape. 


Thus the first investigation of any baby who appears to 
be suffering from a cerebral birth injury should be the 
performance of subdural taps to confirm or deny the 
presence of a subdural hematoma, and in most of these 
cases dark fluid blood will emerge from the diagnostic 
needle. 

A subdural tap should not be considered as “negative” 
because it is a “dry” tap, as clotted blood may not flow 
through the needle. The puncture hole should be observed 
after the needle has been withdrawn. A diagnosis is often 


TABLE I. 


Clinical Feature. Acute Cases (15). Subacute Cases (2). 


Ipsilateral third nerve lesion 13 0 
Cerebro-spinal fluid .. .. | Bloody an 9 | Xanthochromic .. 2 
Xanthochromic 2 
Not examined 4 
Raised fontanelle  .. 15 1 
Twitching or irritable 13 2 
(Other 2 comatose) 
Subdural tap findings Old blood .. 11 | Old blood ae 
Dey .. 
** Negative ”’ 2 


made by observing a drop of thick old blood emerge from 
the puncture, and the tap is truly “negative” only when 
a drop of clear fluid is seen. The “negative” taps recorded 
in two of the cases were no doubt due to clotting of the 
extravasated blood, and should have been recorded as “dry” 
taps. 

In the earlier cases a more prolonged course of treat- 
ment was given—repeated decompressive subdural taps 
followed by diagnostic burr holes, in turn followed by 
craniotomy to remove clot and early membranes. In the 
more recent cases, as much blood as possible has been 
removed at the time of the first diagnostic tap, and the 
baby’s condition has been so much improved by this 
decompression that the final craniotomy has been performed 
within the next few days, before membrane formation has 
commenced. It is noteworthy that the oculomotor nerve 
paralysis has recovered much more quickly and completely 
in these latter cases. 


Subdural Hzmatoma in Infancy. 


Ingraham and Matson (1954) have pointed out that sub- 
dural hematoma is a common lesion in the first two years 
of life, and that it also occurs, though with much less 
frequency, as a complication of closed head injury through- 
out the balance of childhood. 


The peak of incidence is in the first six months of life, 
and it is generaliy assumed that many of these hematomata 
are the result of hemorrhages which occurred during 
delivery. Undoubtedly many also occur from forgotten or 
unremarked falls, especially on the forehead or the back of 
the head. This type of injury presumably causes tearing of 
the superior cerebral bridging veins which pass from the 
brain into the superior longitudinal sagittal sinus, or 
perhaps tears the arachnoidal villi out of the lateral 
lacune (O’Connell, 1953). The involvement of this central 
region is supported by the finding that more than four- 
fifths of these cases are bilateral. 
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The common symptoms are convulsions, irritability, 
vomiting and failure to gain weight, and the common signs 
include a slight to moderate enlargement of the head, 
retinal hemorrhages, irritability and hyperactive reflexes, 
and intermittent fever. 


It should be emphasized that the diagnosis can be very 
difficult, unless the condition is suspected and subdural taps 
are performed as a diagnostic test. 


An example of this is the case of a baby boy who was first 
admitted to the children’s hospital at the age of 11 weeks 


because of vomiting of two weeks’ duration. Sundry medical 
tests were carried out with negative results. His feedings 


were altered, his vomiting ceased, and he was discharged 
from hospital. Four weeks later he was readmitted, having 


been well until four days previously, when he again vomited 


and had a convulsion. His head circumference was normal, 
but his fontanelle was a little full. Lumbar puncture was 


performed, and his cerebro-spinal fluid was found to be 


normal. An electroencephalogram and a barium meal X-ray 
examination both gave normal results. Once again his 


feedings were altered, and his symptoms disappeared. He 


remained well for a further nine weeks, when he had another 
convulsion, and was readmitted to hospital aged 24 weeks. 


The diagnosis was now obvious. His head was enlarged, the 
circumference being 18-5 inches as compared with a normal 
figure of about 17:5 inches, and his fontanelle was bulging. 


His limbs were hypertonic, and his right pupil was larger 


than his left and more sluggish in its reaction to light. 
Numerous retinal hemorrhages were visible on ophthalmo- 


scopic examination. An electroencephalogram showed exces- 


sive slow wave activity, but no focal abnormalities. Sub- 
dural taps were performed, and heavily blood-stained fluid 


was obtained from both subdural spaces. 

Decompression was carried out by daily subdural taps for 
10 days, then a right-sided craniotomy was performed, and 
was followed two weeks later by a left-sided craniotomy. 
Well marked outer and inner membranes, separated by deeply 
xanthochromic fluid, were removed, and since these opera- 
tions the baby has remained bright and normal. 

Dr. R. D. K. Reye reported that the outer membrane was 
very vascular, and that its inner lining was composed of 
actively growing (and bleeding) granulation tissue. The 
inner membrane was thin and compact. It seems evident that 


his recurrent acute episodes were due to bouts of bleeding 
from the outer membrane into the cyst-like hematoma 
cavity. 

This case illustrates Ingraham’s (1939) statement that 
“the frequency with which subdural hematoma is found 
in infancy is proportional to the intensity with which it is 
sought”. Diagnostic subdural taps would have solved this 
problem at an early stage. 


There are important differences between the subdural 
hematomata of infancy and childhood, and those of adults 
(Echlin, 1956). Thus fresh bleeding into the subdural 
space and into the cerebro-spinal fluid, and retinal hemor- 
rhages may be found even in chronic cases (findings rarely 
seen in adults). The hematomata very often consist of 
yellow fluid, whereas in adults yellow fluid is found much 
less often. In adults, the important thing is to remove the 
space-occupying material which compresses the cortex; the 
presence of a residual membrane usually does not matter, 
whereas the rapidly enlarging brain of an infant will be 
hampered in its growth if a membrane which constricts it 
is left in place. Furthermore, a fluid subdural hematoma 
rarely reforms when removed in the adult, even though the 
membranes surrounding it are allowed to remain. In 
infants and children, the subdural space usually rapidly 


refills after drainage, unless the membranes are excised. 


Traumatic Meningocele, Leptomeningeal Cysts and 
Traumatic Malacia of the Skull. 


On rare occasions, and especially in the parietal region of 
very young children, a closed linear fracture is associated 
with a tear in the underlying dura. The arachnoid mem- 
brane may or may not be also torn. If it is torn, the 
cerebro-spinal fluid will escape into the subgaleal space, 
and a cyst communicating with the subarachnoid space 
may develop beneath the scalp. Such a condition is known 
as a traumatic meningocele. At the same time, there is 
probably sufficient subarachnoid hemorrhage to result in 
the formation of localized pia-arachnoid adhesions, and also 


in the formation of poorly draining pockets containing 


cerebro-spinal fluid (leptomeningeal cysts). These pro- 
gressively enlarge because of the pulsatile thrusting force 
of the cerebro-spinal fluid (O’Connell, 1953), because there 
is a valve mechanism at work, and the cerebro-spinal fluid 
has easier entrance into, than exit from, the cysts (Taveras, 
1953). This pulsatile pressure gradually erodes the edges 
of the linear fracture, the result being a progressively 
enlarging irregular scalloped defect (traumatic malacia). 

The treatment of these lesions consists of excision of the 
leptomeningeal cysts, repair of the dural defect and plating 
of the bone defect. © 

In the two following cases, the patients were under the 
eare of Mr. T. Y. Nelson. 

A baby girl, aged two months, was injured in a motor-car 


5 sustained a closed linear fracture of her left 
nic Neagle an overlying hematoma. She was otherwise 


well. A month later, it was noted that the swelling had 
become larger, and an X-ray examination revealed some 
separation of the edges of the linear fracture. The swelling 
was aspirated, and blood-stained cerebro-spinal fluid was 
withdrawn. Operation was performed, and superficial trau- 
matic meningocele was excised, and a small hole in the 
dura mater was repaired. When she was examined two years 


later, a cyst bulged through and overlay a large irregular 
bone inches long, and one and a half inches 


wide, with everted edges. 

A baby boy, aged six months, sustained a closed linear 
fracture of his right parietal bone. Subsequently a pulsatile 
swelling appeared over the site of the fracture, and when he 
was admitted to hospital at the age of two years and three 
months, a large, irregular bone defect was present. 


Hemiplegia following Minor Penetrating Injury of the 
Soft Palate. 


Two children have been seen who developed hemiplegia 
following a minor penetrating injury in the soft palate. 
Both children (admitted to hospital under the care of 
Mr. J. Steigrad) fell whilst holding a pointed object in the 
mouth, inflicting apparently innocuous punctures in the 
lateral portion of the soft palate, just behind the hard 


palate. After a latent interval of some hours, hemiplegia 
developed on the side opposite the palate injury. 

Four other such cases have been reported, one by Cald- 
well (1986), and three by Braudo (1956), and the latent 
period has varied from three hours to two days. 

Presumably, the internal carotid artery, which lies quite 
close to the tonsil bed, had been contused, with resultant 
local thrombosis, followed by either embolism into the 
middle cerebral artery or a direct upward extension of the 
thrombosis into that vessel. The fact that this lesion is not 
reported in adults is no doubt due to the fact that they are 
less likely to fall whilst carrying pointed objects in the 
mouth, for hemiplegia following traumatic internal carotid 
artery thrombosis secondary to non-penetrating injuries 
to the neck, and secondary to closed head injury, is well 
known (Schneider, 1952; Sedzimir, 1955). 

In one of the present cases the hemiplegia has persisted, 
and the child suffers from frequent epileptic fits. A carotid 
arteriogram was taken, and a normal arterial tree was 
shown; recanalization of the thrombosed carotid artery had 
occurred. 


Summary. 
Some aspects of certain head injuries of infants and 


children are discussed. Extradural hemorrhage and sub- 
dural hematoma’in infancy are briefly discussed, and acute 


_ subdural hematoma in the new-born is dealt with in some 


detail. The condition of traumatic malacia of the skull 
associated with traumatic meningocele and leptomeningeal 
cysts is described, and two cases are reported. Hemiplegia 
following minor penetrating injury of the soft palate is dis- 
cussed, and two cases are reported. 
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IMMUNIZATION BY THE BLOOD ANTIGEN KIDD (Jk*) 
IN PREGNANCY AND IN BLOOD TRANSFUSION. 


By R. T. Snimona, J. J. Graypon, RacHEL JaKoBowicz, 


SANTAMARIA AND MARGARET GARSON. 


(From The Commonwealth Serum Laboratories, the Red 
Cross Blood Transfusion Service (Victorian Division), the 


Queen Victoria Hospital, St. Vincent’s Hospital, and the 
Alfred Hospital, Melbourne.) 


THE Kidd (Jk*) blood group system was discovered by 
Allen, Diamond and Niedziela (1951). The unusual anti- 
body was associated with anti-Kell (K) in the blood of a 
mother whose sixth child suffered from hemolytic disease 
of the new-born. The mother had not received any blood 
transfusions. The antibody agglutinated in saline 146 of 
189 (77%) Kell-negative blood samples. The second 
example of anti-Jk* was found by Hunter, Lewis and Chown 
(1951) in the blood of a mother during her first pregnancy. 
She had not received any blood transfusions. The antibody 
reacted weakly with red cells suspended in saline. The 
woman gave birth to a normal child. The third example of 
anti-Jk* was reported by Milne, Wallace, [kin and Mourant 
(1953) in the blood of a mother who had had six full-term 
normal children, and one still-born infant, which had shown 
no signs of hemolytic disease. The mother had never 
received a blood transfusion. The anti-Jk*, which reacted 
by the indirect Coombs test, was associated in the woman’s 
serum with anti-rh”(E) and anti-P. 


The inheritance of the blood antigen Jk* was studied by 
Race, Sanger, Allen, Diamond and Niedziela (1951), who 
showed that anti-Jk* reacted with 300 of 390 (76-9%) blood 
samples tested in Boston and London. They found, as a 
result of a study of 57 families with 124 children, that the 
antigen was capable of expressing itself in a single or in 
double dose. At that time they wrote as follows: 


The Kidd blood group is the tenth normal character in 
man, apart from sex, of which the manner of inheritance 
is known. The others are, in the order of their dis- 
covery: the ABO, the MNS and P blood groups, the 
ability to taste phenyl thiocarbamide, the secretion of the 
ABO antigens in the saliva (with which is associated the 


Lewis blood group), and the Rh, the Lutheran, the Kell 
and the Duffy blood groups. 

Other examples of anti-Jk* have been found, including 
those referred to by Rosenfield, Vogel, Gibbel, Ohno and 
Haber (1953), by Race and Sanger (1954), by Greenwalt, 
Sasaki and Sneath (1956), by Lundevall (1956) and by 
Stratton (1956). 


The allelomorphic antigen Jk» was next demonstrated as 
the result of the study of an atypical antibody by Plaut, 
Ikin, Mourant, Sanger and Race (1953). Anti-Jk> was 


found in the blood of a mother who had had two full-term 
healthy infants and two miscarriages. There was no history 
of hemolytic disease of the new-born. She received blood 
transfusions after the second and fourth deliveries, the 
latter transfusion being stopped owing to a rigor. An 


investigation showed that the woman’s serum contained 
anti-Fy* as well as anti-Jk”, the latter being demonstrated 
by the anti-globulin (Coombs) method. Two further 
examples of anti-Jk® were reported in the same year; one 
subject found by Sanger, Race, Rosenfield and Vogel (1953) 
had anti-s associated with anti-Jk® in addition to three Rh 
antibodies. These polyvalent antibodies were found in the 
blood of a male donor, who had been deliberately immu- 
nized in an attempt to produce anti-rh”(E). Both the 
anti-Jk® and the anti-s were demonstrated only by the 
indirect Coombs test. The third example of anti-Jk” was 
reported by van Loghem, Heier, van der Hart and Sanches 
(1953). It was associated with anti-Rh’(C), and anti-M in 
the serum of a patient suffering from chronic anemia, The 
patient had a hemolytic reaction after the sixteenth blood 
transfusion. 

A further example of specific anti-Jk® was detected by 
Rosenfield, Ley, Haber and Harris (1954) in an aged female 
Negro suffering from adenocarcinoma, She had had three 
pregnancies. The anti-Jk® was detected as the result of 
febrile reactions after the ninth and tenth \Llood trans- 
fusions given at the time of operation. The serum reacted 
with 145 of 201 (72-11%) unselected Caucasian blood 
samples, The expected calculated frequency was 73:3%. 
Other examples of anti-Jk® are known, but the number is 
limited. Much further work is required on the Kidd blood- 
group system. 

In view of the infrequency of the identification of 
anti-Jk* since 1951, the finding of three examples in Mel- 
bourne is somewhat exceptional, although they occurred 
over a period of five years. It is thought that it would 
serve a useful purpose to record details of these three 
examples, particularly as they illustrate that antigens other 
than those of the Rh system, for example, and the Kell (K) 
blood group recently discussed by Simmons (1956), may be 
involved in isoimmunization in pregnancy and in blood 
transfusion reactions. 


Materials and Methods. 
The methods used for the detection of agglutinating and 
blocking or incomplete antibodies were recently described 


(Simmons, 1956). 
Results and Discussion. 
The details concerning three patients in whose blood 


anti-Jk* was detected are given in Table I. The antibody 
levels in Mrs, Cn’s serum are presented in Table II, 
Mrs. Cn. 

While the hemolytic disease condition observed in 
several babies would be attributable to the potent 
anti-Rh,(D) incomplete antibody, it is interesting to 
observe the rise and fall in the titre of the incomplete 
anti-Jk*, and to note that while it reached a peak titre of 
1/64 in the maternal blood one day after delivery, it was 
not detected in the cord blood. 

The specificity of this anti-Jk* was compared in July, 
1951, by anti-globulin tests on Rh-negative blood samples, 
with the reactions obtained with a sample of the original 
anti-Jk* kindly sent to us by Dr. F. H. Allen, of Boston, 
United States of America. The reactions were comparable, 
and as a result of these tests the nucleus of a panel of 
known Jk(a+) and Jk(a—) cells was established for future 
use, 


The atypical antibodies in Mrs. Cn’s serum were pro- 
duced as the result of iso-immunization in pregnancy. 


Mrs. Hr. 
The weak incomplete anti-Jk* detected immediately after 
the blood transfusion reaction, disappeared rapidly. 


Attempts to restimulate the antibody over several weeks by 
intravenous injections of small amounts of random Rh- 
negative blood failed completely. The antibody specificity 
immediately after the rigor was comparable with that of 


the original anti-Kidd, and with the antibody obtained 
from Mrs. Cn’s blood. 


The atypical antibody in Mrs. Hr’s serum was produced 
as the result of blood transfusion. 
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TABLE I. 
Three Examples of Anti-Kidd (Anti-Jk®). 
Method by 
Patient Patient’s ABO and Nature and Type | which Anti-Jk® | Number and Result Blood_Trans- Atypical Anti- 
and Year | (Years.) Condition. Rh Group. of Antibodies was Initially of cies. fusions Received. | bodies Produced 
tec’ Present. Detected. By. 
Mrs. Cn. 83 Normal. O, Rh-negative. | Anti - Rh,(D) | Indirect Coombs | 1. Full-term infant, | Nil. Pregnancy. 
(1961). 1/16,000incom-| test. alive and well. 
oper anti- 2. Stillborn infant. 
vi =" in- 3. Infant me icterus 
plete, at peak vis, 
of titre. 4, induced, 
infant required ex- 
change transfusion, 
several ordinary 
transfusions, alive 
and well. 
5. Stillborn, macerated 
foetus with hydrops. 
Mrs. Hr. 53 Hematemesis, | O, Rh-negative. {| Anti-Jk*, weak, | Indirect Coombs | Five normal children, | No previous | Blood trans- 
(1954). large para- incomplete. | test. no hemolytic disease. | transfusions. fusion. 
esophageal 
hernia. In 1954, nine 
ints fore 
rigor occurred. 
Mrs. My. 60 Hypochromic | A,, Rhy. Anti-Jk®, com- | Saline tests,and | Four normal children, | No previous | Blood trans- 
(1956). anemia, car- plete, un- indirect no hemolytic disease. transfusions. fusion. 
cinoma of the diluted, and in- Coombs tes 
caecum. complete 1/16. In 1956 about 
10 pints before 
jaundice. Next 
| transfusion 
| stopped be- 
| cause of rigor. 
fj | Later trans- 
| fusions com- 
| pstible. 
Mrs. My. bodies for 30 minutes at 56°C. did not affect its titre in 


The first evidence of anti-Jk* in this patient’s serum was 
detected in saline compatibility tests at 20°C. and 37°C. 
The presence of albumin did not improve the agglutination. 
The antibody was best detected by the indirect Coombs 
(anti-globulin) test, and by this method the titre was 
approximately one in 16. The titre obtained depended on 
the particular lot of Coombs reagent used, and on the 


TABLE II. 
Antibody Levels—Mrs. Cn. 
! 
Results of Indirect Coombs Test. 
| Maternal Serum. | Cord Serum. 
Date. Pregnancy. | 

Anti- | Anti- Anti- Anti- 
| Rh(D) | Jk® Rh,(D) Jk 
Incomplete. | Incomplete. | Incomplete. 
| | 

9.7.51 2000 Weak 
24.7.51 .. 2000 | 32 
2.8.51 .. (Labour 2000 Nil 
| 16,000 | 64 = 
21.12.51 . 4000 | Trace 

1.53 Fifth | 4000 | 4 
11688 4000 | 2 120 Nil 


method of preparation of the reagent. The method of 
removing heterologous agglutinins from rabbit anti- 
globulin serum by heating the serum diluted one in 10 in 
saline at 70°C. for one hour, as recommended by Meno- 
lasino and Davidsohn (1954), has been abandoned here 
because of difficulties encountered in the detection of 
incomplete antibodies other than anti-Rh,(D). The heated 
serum failed completely to detect incomplete Brucella anti- 
bodies in human serum, while the serum before being 
heated gave a titre of 1/1600. (Wilson, Simmons and 


Semple, 1957). Complement, which may be important in 
such reactions, played no part in this observation, because 
heating the serum containing incomplete Brucella anti- 


sensitizing the Brucella suspension. 


Because of its activity and purity, Mrs. My’s serum has 
proved a most satisfactory anti-Jk* testing reagent, and it 
has been distributed to a number of Australian and over- 
seas laboratories for the establishment of, or extension of, 
existing blood panels. The anti-Jk* in Mrs. My’s serum was 
produced as the result of blood transfusion. 


Comment. 


The three examples of anti-Jk* discussed here were 
identified because of the existence of an adequate panel of 
known blood groups in a central laboratory. By this means 
it is possible to solve blood transfusion problems as they 
arise, and to advise the hospital concerned as to the best 
method of selecting compatible blood. 


Blood Compatibility Testing. 


It may be appropriate to point out again how important 
adequate blood compatibility tests are in present hospital 
practice. Some incompatibilities will be missed unless tests 
are performed at least with red cells suspended in saline 
at 20° C. and 37° C., and in bovine albumin at 37°C. When 
the patient has a history suggestive of hemolytic disease 
of the new-born, or when a patient of either sex is receiving 
multiple blood transfusions, the Coombs (anti-globulin) 
test should also be included in the compatibility tests. It 
should be remembered also that no single compatibility 
test is infallible when used alone. Every laboratory should 
set its standards for routine blood typing with these facts 
in view, remembering that meticulous matching at ‘night 
and in “off-hours” is possibly of even greater importance 
than during the day, as the patients requiring blood at 
these hours are almost invariably very ill, with conditions 


of an urgent nature. Earlier appeals for the use of adequate - 


blood compatibility testing methods have been made in this 
11955). by Simmons (1949), and by Simmons and Were 


The Jk« Blood Antigen in White Australians. 


Tests performed by the anti-globulin method on blood 
samples obtained from laboratory staff and blood donors 
showed that 151 out of 200 samples (75-5%) were Jk(**). 
The calculated gene frequencies are as follows: 
Jk* = 0-505; Jk® = 0-495. 
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Summary. 


1. Details are presented of three instances of immuni- 
zation to the blood antigen Kidd (Jk*). One of these 
occurred in pregnancy, and two in blood transfusion. 


2. Minimal requirements for bleod compatibility tests are 
briefly discussed, and suggestions are made. 


3. It was found that 151 of 200 (75-5%) random blood 
samples of white Australians were Jk(a+). The calculated 
gene frequencies are as follows: Jk* = 0-505; Jk = 0-495. 
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THE PRESSURE COOKER AS A SURGERY 
STERILIZER. 


By D. W. JoHNson and K. H. Drasy, B.Sc., 


Department of Health and Home Affairs, 
Brisbane. 


THE usual method of sterilizing syringes, needles, and 
other surgery instruments is by boiling. (Sometimes “cold 
sterilization” by immersion in chemical disinfectants is 
used, but the term is so misleading and the process so 
uncertain that this method cannot be recommended). 


Boiling, however, has several disadvantages. It hastens 
rusting, it causes undue breakage of syringes, and boiling 
in hard water causes a deposit to form which may clog 
the needles and result in scoring or sticking of glass 
barrels. At sea level, 20 minutes’ boiling can be expected 


to destroy all non-sporing organisms, but spore-bearing 
organisms may survive. Indeed, some spores will tolerate 
boiling for several hours. 


Gas gangrene and tetanus have occurred following 
injections of therapeutic or prophylactic agents. Tonge 
(1957) has reported gas gangrene occurring after an 
injection of adrenaline. The slight risk of transmitting 
these diseases by infected syringes and needles can be 
eliminated entirely if they are sterilized by pressure 
cooker. 

For several years, one of us (D.W.J.) has advocated the 
use of a pressure cooker to sterilize needles and syringes. 
The Brisbane City Council has used this method since 1950, 
and all needles and syringes for the administration of Salk 
vaccine in Queensland have been sterilized by pressure 
eooker. We believe that the advantages of sterilization by 
pressure cooker should be more widely known. 


120 


NWS 


MINUTES AFTER REACHING 100°C. 


Ficure I. 


Showing temperature rise and temperature reached in two 
popular brands of pressure cooker tested. The heat 
source was an electric hot plate operated on “high” 
throughout. Graph A_ represents the temperature 
gradient inside a hypodermic syringe placed on the tray 
about two inches above the bottom of a 12 pint pressure 
cooker in which the vent is closed by a weight; 150 
millilitres of water were evaporated during the test. 
Steam was allowed to issue freely for two minutes before 
the vent was closed. The temperature inside the syringe 
rose to 120°C. (sterilizing temperature) in less than 
four minutes. The maximum temperature reached was 
121-6°C. Graph B represents the temperature gradient 
inside a test tube resting in a beaker on the lower shelf 
of a 16 pint pressure cooker in which the steam vent is 
closed by a spring mechanism. Steam was allowed to 
issue freely for three or four minutes before the vent 
was closed. Sterilizing temperature was reached within 
seven minutes of closing the vent. The maximum 
temperature reached was 121:4°C 


Practically all makes of pressure cooker sold in Australia 
have been tested by this Department. The types whose 
steam vents are actuated by weights, rather than by 
springs, are to be preferred, though the latter are usually 
reliable. In general, the cooker is used according to the 
manufacturer’s instructions, with the following exceptions: 
(i) It is advisable to add a little more water—about a 
cupful in all—to ensure that the cooker does not become 
dry. This is required only if sterilization is to exceed 20 
minutes; but it is a simple safety precaution in view of 
the possibility of forgetting that the cooker is on the stove. 
(ii) Theoretically, it is advisable to allow steam to blow 
freely through the vent for a few minutes before placing 
the weight or setting the spring on the valve. This enables 
air in the cooker to be discharged and replaced by steam. 
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(Steam-air mixtures yield lower temperatures than pure 
‘steam.) In practice this blow-off does not seem to be 
required, temperatures almost as high being reached about 
as quickly if the vent is closed as soon as the water boils. 


Once the water boils and the valve is set, the temperature 
inside the cooker rises rapidly (see Figure I) to about 
120°C., which is the temperature required to ensure rapid 
death of any spores present. Ten minutes’ exposure from 
the time when the closed vent blows is adequate for 
syringes and needles. If a container for syringes and 
needles is required, it can be sterilized at the same time. 


Adoption of the simple technique of sterilizing by 
pressure cooker will eliminate the possibility of clostridial 
infections due to contamination of needles and syringes. 


Reference. 


Tones, J. I. Gangrene following the Injection of 
Adrenaline in Oil”, M. J. AUSTRALIA, 2: 936. 


Reports of Cases, 


GAS GANGRENE FOLLOWING THE INJECTION OF 
ADRENALINE IN OIL. 


By J. I. TonGe, 
Laboratory of Micro-Biology and Pathology, Brisbane. 


DEsPITE the obvious medical and medico-legal importance 
of gas gangrene following the injection of various thera- 
peutic substances, little has appeared in the medical litera- 
ture about this condition. Although fatal cases of gas 
gangrene occurring after the injection of adrenaline have 
been reported on the Continent, I can find only one previous 
case described from British sources. It is also not generally 
known that adrenaline has a remarkable effect in enhancing 
infection by strains of Clostridium welchii in guinea-pigs, 
and that particular care should be taken in the sterilization 
of equipment and the cleansing of the skin when adrenaline 
is to be injected. 


Clinical Record. 


A girl, aged 15 years, previously in good health, reported 
to a doctor’s surgery on the evening of February 13, 1957, 
stating that she had been eating mangoes, after which her 
face had become grossly swollen. In addition to the swelling 
of the face there was a conjunctival swelling in one eye, 
but there was no evidence of any edema of the glottis. An 
antihistaminic was prescribed,and seven minims of aqueous 
adrenaline tartrate were administered subcutanously into 
the arm. On the afternoon of the next day, February 14, 
the patient returned to see the doctor, and at this time the 
swelling was still present in the face and she appeared 
pale. Another subcutaneous dose of aqueous adrenaline was 
given in the arm, together with 10 minims of adrenaline 
in oil into the right thigh. When the doctor examined the 
patient at his surgery on February 15, the facial swelling 
had subsided slightly, but was still apparent, and so 10 
minims of adrenaline in oil were injected into the left 
thigh. 


Six hours after the administration of the adrenaline in 
oil into the left thigh, the patient complained that the 
thigh was swollen and painful, and the doctor considered 
that this might be due to some local reaction to the 
adrenaline. At this time the patient’s general condition 
was satisfactory. 


On the following morning, February 16, the patient 
became ill and was admitted to a local private hospital. At 
6.0 a.m. on the next day, February 17, gross peripheral 
failure was obvious, and neither the pulse nor blood 
pressure could be recorded. The skin had a blotchy 
appearance, and the left thigh was swollen. The patient 
was transferred to the South Brisbane General Hospital 
by ambulance, where she was admitted at 7.20 a.m., 
desperately ill and shocked, but fully alert. The heart 


rate was 148 per minute and triple rhythm was present, 
but the pulse and blood pressure could not be recorded. 
Saline and glucose saline were immediately given by a 
drip transfusion into the right leg, as well as 10 cubic 
centimetres of “Eschatin” and four milligrammes of 
desoxycorticostcrone acetate, the last-mentioned being 
repeated once. A “Levophed” (nor-adrenaline) drip trans- 
fusion was also given. At this time the left thigh was very 
swollen and tender. After this treatment the blood pressure 
rose to 115/95 millimetres of mercury, and 20 cubic centi- 
metres of “Eschatin” were administered. About two hours 
after the patient’s admission to hospital, crepitus was 
noted in the tissues of the left leg medial to and just above 
the knee. A provisional diagnosis of gas gangrene was 
made, and 1,000,000 units of penicillin were given by intra- 
muscular injection. After both intradermal and subcu- 
taneous sensitivity tests to polyvalent gas-gangrene anti- 
toxin had given negative results, 40,000 units of this were 
administered intravenously. At this time the patient passed 
a small quantity of “black” urine. For a brief period she 
appeared less restless and toxemic; but at 12.40 p.m. the 
blood pressure suddenly fell, and she became confused and 
anoxic and died. Death occurred 48 hours after the 
injection of adrenaline in oil into the left thigh. 


Necropsy Findings. 


The post-mortem examination was performed 22 hours 
after death. The body weighed 146 pounds, the build was 
solid and the nutritional state was good. The conjunctive 
were slightly icteric. The circumference of the left thigh 
was 10 centimetres greater than that of the right at a 
point 22 centimetres below the anterior superior iliac 
spine. A small puncture wound was present on the lateral 
surface of the left thigh, but no obvious external reaction 
surrounded this. The swelling of the thigh was diffuse, 
and on the anterior aspect there was slight brownish-red 
coloration. On the antero-medial aspect of the left thigh 
crepitus could be felt over an area 10 centimetres in width 
and 20 centimetres in length adjacent to the patella. This 
crepitus was also apparent on the medial aspect of the left 
knee, and the tissues surrounding the knee were swollen 
and tense. There was no swelling of the calf in either leg, 
nor was there any discoloration in this area. 


At the site of the intramuscular injection on the lateral 
surface of the left thigh, the subcutaneous tissue was 
slightly edematous and the muscle was tinged with yellow. 
In one area a small quantity of an oily substance exuded. 
There was no hemorrhage or trauma at the injection site. 
No gas bubbles could be seen, nor was there any abnormal 
odour. The tissues surrounding the left knee were slightly 
cdematous, but otherwise appeared normal. The muscle 
tissue in the thigh elsewhere was examined in detail and 
appeared normal, no gas or odour being detected. 


No significant pathological change could be seen in any 
of the organs except for slight congestion of the lungs and 
red discoloration of the wall of the aortic arch. 


Histopathological Findings. 


In the muscle tissue from the site of inoculation, there 
was an acute inflammatory reaction in the interstitial 
tissue consisting of cdema fluid and fibrin densely 
infiltrated with polymorphs. In places the inflammatory 
exudate had caused wide separation of groups of muscle 
fibres, with the formation of small abscesses. In sections 
from adjacent areas the inflammation extended into the 
interlacing connective tissue between the muscle fibres. 
Clear spaces representing gas bubbles occurred in the 
inflammatory exudate, but these were not conspicuous. 
Although the inflammatory process was marked, it was 
localized, and areas of muscle showing little or no abnor- 
mality could be seen in the same section. In the centre of 
the affected areas the muscle fibres had undergone 
degeneration and disintegration. The sarcolemmal nuclei 
had disappeared, and there was loss of cross-striation and 
fibrillary pattern, the fibres having an irregular “moth- 
eaten” appearance with the formation of fatty droplets. 
Frank necrosis was seen in places. Over all, the changes in 
the muscle fibres were not striking, and in most the sarco- 
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lemma and internal structure were intact, even though 
there was an intense inflammatory exudate in the muscle 
sheaths. Numerous Gram-positive bacilli, but no spores, 
were present in the exudate, but none could be seen in the 
muscle fibres except where these had undergone necrosis. 
The histological picture was that of early and localized 
clostridial myositis. 


In the kidneys there was extensive tubular necrosis 
affecting mainly the proximal convoluted tubules, but the 
distal convoluted tubules were also involved. The loops of 
Henle appeared comparatively well preserved. Reddish- 
brown hemin casts could be seen in the lumen of some of 
the distal tubular segments and in the collecting tubules. 
Some of the casts had a granular appearance, whilst others 
seemed homogeneous and somewhat basophilic. The tubular 
epithelium surroundng the casts was well preserved and the 
glomeruli were unaffected. No bacteria could be seen in 
the kidneys. In the heart a few small interstitial hzmor- 
rhages were present with occasional minute foci of poly- 
morphonuclear infiltration in the interstitial tissue. In the 
adrenals there was some reduction in the amount sf lipoid 
on the zona fasciculata, and here occasional polymorphs 
were present. No other significant pathological change 
could be seen in sections from the other organs. 


Bacteriological Findings. 


From the muscle of the left thigh an anaerobic, non- 
sporing, Gram-positive bacillus was grown, which was 
identified as Clostridium welchii both by culture and by 
confirmatory animal inoculations. No Clostridium welchii 
were grown in the cultures from the heart blood. 


The ampoule containing the adrenaline in oil had been 
discarded, but two ampoules from the same batch were 
obtained from the practitioner. These were found to be 
sterile on attempted culture. 


Other Investigations. 


The syringe which had been used for the injection of the 
adrenaline in oil was a’‘comparatively new one. It had been 
sterilized in a pressure-cooker when first purchased before 
it was first put into use, and since that time had been 
carried, immersed in a solution of “Dettol” in 70% alcohol, 
in a special container. It was the custom to boil the syringe 
once each week and then replace it in the “Dettol” solution 
ready for use. The needles were boiled daily and carried 
in a screw-capped container. 


After the final injection of adrenaline in oil had been 
given to the patient the same syringe was used again for 
another patient; but it was fortunate that on this occasion 
penicillin was administered, and no untoward reactions 
occurred. It is of some interest that the doctor is a keen 
gardener and was accustomed to pluck the odd weed from 
his garden whilst walking from his motor-car. 


Discussion. 


When the autopsy had been completed, and before the 
microscopic and bacteriological investigations had been 
made, there was some uncertainty as to the actual cause 
of the acute toxemia and peripheral circulatory failure. 
The only cases of gas gangrene which I had previously 
observed had been only too apparent to the naked eye, and 
in some of these, even with obvious involvement of a limb, 
recovery had followed rigorous treatment. The macroscopic 
evidence of gas gangrene in this case was slight, and yet 
the toxemia had proved overwhelming. 


Renaud and Miget (1930) were the first to draw attention 
to the effect of adrenaline in intensifying infections in both 
humans and experimental animals, and this was further 
studied by Brocard (1940). Cooper (1946) reported the first 
case in Great Britain of gas gangrene following an injection 
of adrenaline; she reviewed the literature and carried out 
important experimental work, confirming the observations 
of the French workers. She was able to show that the 
addition of 0-5 cubic centimetre of 1/8000 adrenaline to a 
suspension of washed Clostridium welchii reduced the 
lethal dose for the guinea-pig to 1/10,000 of the dose 
without adrenaline. She was further able to show that the 
intramuscular injection of 400,000 washed Clostridium 


welchii organisms failed to kill guinea-pigs; yet when this 
same dose of bacteria was given together with 0-5 cubic 
centimetre of adrenaline diluted 1/128,000, death of three 
of four guinea-pigs occurred. Cooper also demonstrated that 
intravenous injection of Clostridium welchii into guinea- 
pigs followed immediately by intramuscular injection of 
adrenaline (1/8,000) caused death of the animals as a 
result of gas gangrene, which developed at the site of the 
adrenaline injection. } 

Evans, Miles and Niven (1948) investigated the effects 
of adrenaline on bacterial infections from a variety of 
organisms, and they showed that the injection into the skin 
or thigh muscles of guinea-pigs of two microgrammes of 
adrenaline rendered the tissues more susceptible to certain 
organisms. They found that this enhancement of infection 
by Clostridium septique and Clostridium welchii was 
100,000-fold. They considered that adrenaline chiefly 
enhanced infection, not intoxication, only slight increase 
of bacteria-free toxins being observed. It was observed that 
the ischemia induced by two microgrammes of adrenaline 
led to a diminution of tissue Eh and inhibition of the 
normal inflammatory reaction, and these effects lasted for 
a period of about two hours. The temporary failure of 
mobilization of bactericidal agents appeared to them to be 
the chief factor in the enhancement of infections by 
adrenaline. One may reasonably assume that adrenaline 
wher. administered in oil would greatly prolong this effect. 
It is curious that this enhancement does not occur with 
Clostridium tetani. 

Touraine (1936) quotes Junghanns and reports 83 cases 
of gas gangrene occurring in France, Italy and Germany, 
after the hypodermic injection of various substances; of 
these, 32-5% were associated with adrenaline injections and 
21% with caffeine. In this series the condition usually 
followed subcutaneous or intramuscular rather than intra- 
venous injections. In the 83 cases cited there was a 
mortality rate of 94%. In all cases in which cultures were 
made, Clostridium welchii was isolated. Autopsy revealed 
an extensive local reaction and toxic changes in the viscera, 
Touraine concluded that the infection occurred as the 
result of the presence of Ciostridiwm welchii in the blood, 
and of the creation by the hypodermic injection of an area 
of lowered resistance to the bacillus. The possibility of an 
exogenous infection by the use of contaminated syringes 
appears to have been completely overlooked. 


Cooper’s experimental work would certainly support the 
hypothesis that in cases of gas gangrene following injection 
of adrenaline in man, any Clostridium welchii organisms 
which were present in the blood-stream would become 
localized at the injection site. I am, however, not aware of 
any report of clostridial bacteriemia occurring in the 
absence of some local evidence of infection, even. though 
Clostridium welchii is present in the intestine of most 
healthy persons. 

In man, gas gangrene following injections certainly arises 
from an exogenous source. It is far more likely that the 
cases reported from the Continent were the result of con- 
tamination of syringes, needles or the substances injected, 
than that they were due to infection by some endogenous 
organisms. The adrenaline, by its vasoconstrictor effect, 
probably reduces the oxygen tension at the site, allowing 
the bacilli to multiply. Once sufficient growth has occurred, 
the toxin so formed produces locally in the tissues con- 
ditions suitable for the growth to continue even after the 
effect of the adrenaline has disappeared. The prolonged 
effect of adrenaline in oil would presumably tend to pro- 
duce an environment even more favourable for bacterial 
multiplication. 


At an inquest at Blackpool in England recently, the death 
of a man aged 22 years was being investigated. His death 
had resulted from gas gangrene following an injection of 
adrenaline for asthma. The coroner, in summing up the 
case, stated that “there was not the slightest criticism of 
hospital treatment nor any need for public uneasiness of 
any sort”. Bowie (1956), who has written so much and so 
ably on sterilization, promptly commented on the coroner’s 
verdict in a letter to the Lancet. He pointed out clearly that 
many concerned with the preparation of surgical instru- 
ments and equipment in British hospitals considered that 
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adequate safeguards against heat-sensitive organisms were 
not provided, far less against the more heat-resistant 
species. One would be bold to claim that Bowie’s remarks 
were not applicable to conditions in Australia. A rigorous 
examination by hospital surgeons, bacteriologists and 
general practitioners of the methods in use for preparation 
of syringes and needles would most certainly reveal 
deficiencies. 


The clostridia are widely distributed in nature, occurring 
most commonly in the soil, and Clostridium welchii is said 
to be uniformly present in human feces (Wilson and Miles, 
1955). Though spores of Clostridium welchii are rarely 
seen in culture, they are commonly found under natural 
conditions, and contamination of the skin and instruments 
could readily occur. In the vegetative form the clostridia 
are about as resistant to heat as aerobic bacteria, but as 
=— they are killed by boiling for 10 minutes (Headlee, 
1931) 


It is usually considered that to ensure complete sterili-. 


zation of a syringe it should be heated for an hour at 
160° C. in a hot-air oven or autoclaved for 15 to 20 minutes 
at 120°C. (Medical Research Council Memorandum, 1945). 
Probably the majority of pracitioners, surgeons and even 
pathologists consider these time periods are unnecessarily 
long, and that they represent an ideal in ordinary practice. 
However, it is possible for the doctor to ensure the sterility 
of his syringes (and incidentally to provide an impregnable 
defence in the event of legal attack) by the use of the 
ordinary domestic pressure-cooker. The syringe should 
always be washed clean immediately after use and packed 
so that steam can easily reach every part of it. The weight 
should not be applied to the pressure-cooker until free 
steaming for three or four minutes has got rid of the air. 
The contents of the pressure-cooker are thus exposed to 
super-heated steam at a pressure of about 16 pounds and 
therefore to a temperature of 118° to 120°C. In,10 minutes 
at this temperature one can assume, with considerable 
confidence, that the syringes will be free of pathogenic 
organisms. 


In view of the particular hazard associated with 
injections of adrenaline, especially when it is given in oil, 
the necessity for complete sterilization of one’s equipment 
would seem of vital importance. 


Summary. 


A fatal case of gas gangrene occurred in a young girl 
after an intramuscular injection of adrenaline in oil. The 
clinical, autopsy and bacteriological findings are described. 


Adrenaline enhances to a marked degree infection with 
Clostridium welchii, and the probable mechanism of this 
enhancement is discussed. 


It is considered that the source of infection was almost 
certainly exogenous. 


The necessity for proper methods of sterilization of 
syringes is stressed, especially in view of the particular 
dangers associated with injection of adrenaline. The use of 
the domestic pressure-cooker for the sterilization of 
syringes is recommended. 
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Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Preventive Medicine and Public Health: An Introduction 
for Students and Practitioners”, by Fred Grundy, M.D., 
M.R.C.P., D.P.H.; Third Edition ; 1957. London: H. K. Lewis 
and Company, Limited. 83” x 5a”, pp. 318, with 37 illustra- 
tions. Price: £1 5s. 

The author has aimed to take note of changes and 
developments that have occurred since the previous edition 
of 1953. 


“British National Formulary 1957”, based on a pharma- 
cological classification ; Alternative Edition; 1957. London: The 
British Medical Association ; The Pharmaceutical Society of 
Great Britain. 64” x 43”, pp. 248. Price: 7s. 6d. (English). 


The preparations and formule in this edition are grouped 
according to their pharmacological action and use instead 
of in alphabetical order as in the main edition. 


“Surgical Technique: And Principles of Operative Surgery”, 
by A. V. Partipilo, M.D., F.A.C.S., foreword by Alton 
M.D., F.A.C.S. ; Sixth Edition; 1957. Philadelphia: 
Lea and Febiger. Sydney: Angus and Robertson, Limited. 
10” x 7”, pp. 968, with 719 illustrations. Price: £8 15s. 


The book has been extensively revised and added to since 
the publication of the previous edition. 


“Electrophoretic Studies on Free and Protein-Bound I" in 
the Serum”, by Harry Lybeck; 1957. Helsingfors: Acta Medica 
Scandinavica. Supplement 327. Accompanies Volume 158. 
93” x 63”, pp. 100, with 25 illustrations. Price: 45 Sw. crowns 
or $8.75 per volume. 

The report of an investigation by filter paper electro- 
phoresis into the in-vitro and in-vivo behaviour in serum of 
radioactive iodine and iodothyromines of hormonal nature 
labelled exogenously or endogenously with 


“Bilateral Polycystic Disease of the Kidneys: A Follow-Up 
of Two Hundred and Eighty-Four Patients and Their Families”, 
by O. Z. Dalgaard; 1957. Copenhagen: Bianco Lunos 
Bogtrykkeri; Acta Medica Scandinavica. Supplement 328. 
Accompanies Volume 158. 93” x 63”, pp. 256, with 39 illustra- 
tions. Price: 45 Sw. crowns or $8.75 per volume. 


A report on work carried out at the Municipal Hospital, 
Copenhagen. 


“The Year Book of Medicine (1957-1958 Year Book Series)”, 
edited by Paul B. Beeson, M.D., Carl Muschenheim, M.D., 
William B. an 2 M.D., Tinsley R. Harrison, M.D., Franz J. 
Ingelfinger, M.D., Philip K. Bondy, M:D.; 1957. Chicago: 
The Year Book ’ publishers, Incorporated. OF x 5”, pp. 752, 
with 128 illustrations. Price: $7.50. 


One of the Practical Medicine Series of Year Books. 


“World Medical Periodicals’,  Propares by L. T. Morton under 
the auspices of a committee jointly sponsored by the World 

Medical Association and the International Union of rg Medical 
Press; Second Edition ; 1957. New York: World Medical 
Association. 93” x 6”, pp. 376. Price: $6.00 or 30s. (English). 


Includes the titles of journals of medicine, pharmacy, 
odontology and veterinary medicine which were in existence 
in 1957, together with those of well-known journals which 
have ceased publication since 1900. 
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SATURDAY, DECEMBER 28, 1957. 


THE WORLD MEDICAL ASSOCIATION. 


THE World Medical Association has this year celebrated 
its tenth birthday, and the year should not be allowed to 
pass without some reference to the importance of this 
Association and to its worthwhile achievements. The 
story of its origin and of the events which, over a period 
of several years, finally led to the first meeting of the 
World Medical Association in Paris in September, 1947, 
was told in these columns on November 20, 1948. That 
first meeting was undoubtedly a success, but it takes time 
for an organization of this character to become known 
and to gain general support. In its early years W.M.A. 
depended very largely upon the support of a small group 
of enthusiasts, and it seems reasonable to predict that 
history will honour these men and their vision. At the 
second meeting of the General Assembly of W.M.A. in 
September, 1948, three highly significant documents were 
approved. The first was the Statement of Objectives of 
the Association, which are as follows: 

(i) To promote closer ties among the national medical 


organizations and among the doctors of the world by 
personal contact and all other means available. 


Gi) To maintain the honour and protect the interests 
of the medical profession. 


(iii) To study and report on the professional problems 
which confront the medical profession in the different 
countries. 


(iv) To organize an exchange of information on 
matters of interest to the medical profession. 


(v) To establish relations with, and to present the 
views of the medical profession to, the World Health 
U.N.E.S.C.O., and other appropriate 

es. 


(vi) To assist all peoples of the world to attain the 
highest possible level of health. 


(vii) To promote world peace. 

The second was a modern form of the Hippocratic Oath, 
which expressed its prototype in language and detail 
appropriate to the modern world. This has since become 
widely known as the Declaration of Geneva. The third 
was the statement of the twelve principles which it was 
considered should govern the provision of social security. 
These, too, are well known, and have formed a basis on 
which organizations of medical practitioners throughout 
the world have in general sought to stand firm in negotia- 
tions with their governments on national health schemes. 
Our own National Health Service adheres to them at 
least as closely as that of any other country. 


It should be emphasized that the activities of W.M.A. 
are wide and by no means confined to medico-political 
matters. It is inevitable, because of the social and 
political trends in most countries of the world, that the 
medical profession should be concerned with medico- 
political matters and should look to its leaders for wise 
guidance. The significance of such a body as W.M.A. in 
these circumstances is obvious, especially when it comes 
to guiding and supporting the profession in smaller 
countries, or those in which the liberty of the individual 
is not considered of much account. The value of this has 
been demonstrated in countries as widely apart as Belgium, 
Malta, Venezuela, Japan and Chile; and as a result of 
decisions made at the meeting of the General Assembly of 
W.M.A. in Istanbul in September of this year, active 
steps have been taken to support the Cuban Medical Asso- 
ciation in the serious conflict which has arisen with the 
Cuban Government because the members of the Association 
have adhered to their professional obligations and ideals 
in refusing to allow political considerations to interfere 
with the giving of medical care to all members of the 
community. More information on these local national 
happenings will be found in an article recently prepared 
by Milton Golin.t The important thing to note is that the 
outstanding influences in medico-political and other 
matters in W.M.A. have been those of men of integrity 
and practical idealism. Without assurance on this point, 
one might have misgivings about the activities of so 
influential a body as W.M.A. is rapidly becoming, but there 
is every reason to be confident that its influence is, and 
will remain, essentially good. Outside the medico-political 
field, its activities have been notable. Possibly the most 
important has been the sponsorship of the World Con- 
ferences on Medical Education, the first of which was 
held in London in 1953 and the second of which is 
planned to be held in Chicago in 1959. Useful cooperation 
has been established with the World Health Organization, 
which is essentially an intergovernmental public health 
agency, created by the United Nations. A scheme has 
been sponsored for the universal adoption of an inter- 
national civil defence emblem in the form of a serpent on 
a staff; this is intended to correspond with the Red Cross 
that is used by medical personnel and units of the 
armed forces during war. (This was discussed in these 
columns on February 16, 1957.) A plan is being prepared 
for a central repository for medical credentials, which will 
protect doctors from loss of vital papers and credentials 
which may otherwise occur during political and other 
major national disasters. A strong voice of protest was 
made against happenings in Hungary in 1956, on the basis 
of the importance placed by the doctors of the world on 
human dignity and freedom. In these and in many other 
ways W.M.A. has maintained a vigorous and constructive 
attitude towards matters that concern the medical pro- 
fession on a world level. 

Many of the problems dealt with by W.M.A. over the 
past ten years touch Australia only lightly, but it would be 
to say the least unwise to become complacent about our 
relative security and good conditions. In any case, 
because of that very good fortune, we owe it to our col- 


leagues throughout the world and to the ideals of medicine, . 


1J.A.M.A., 1957, 165:49 (September 7). 


| 
67 
i 
nt 
& 
q 

n 
is 
d 
e 
f 
i 
1 
4 
4 
| 
] 
q 


940 THE MEDICAL JOURNAL OF AUSTRALIA 


DECEMBER 28, 1957 


the guardianship of which is in our hands, to throw our 
full weight behind this important world organization. 
Collectively, the British Medical Association in Australia 
supports W.M.A. both financially and in its activities, and 
we believe that this policy warrants the continued and 
increasing support of the individual members of the 
Association. Those who wish to keep themselves informed 
about W.M.A. and its activities will be well rewarded by 
reading its official journal, the World Medical Journal, 
which is published six times a year. They will find in it 
what Golin has called “the voice of world medicine, come 
of age, a voice with authoritative tone’. 


Current Comment. 


CHARLES TURNER THACKRAH, PIONEER OF 
SOCIAL AND INDUSTRIAL MEDICINE. 


It is one of the strange contradictions of social history 
that the few enlightened reformers who were prepared to 
sacrifice personal interests and contentment in order to 
improve the unhappy lot of a less fortunate section or class 
of society, frequently received scanty support or even the 
most determined opposition from the very people they were 
fervently hoping to benefit. Joseph Priestly, the scientist 
and Unitarian preacher, had his house burnt: to the ground 
by an infuriated Birmingham mob for showing his 
sympathies with Tom Paine’s peculiar theories about the 
rights of man, with hardships endured by the industrial 
workers of England, and with the aspirations of early 
revolutionists in France. A few decades later, when sub- 
versive elements began to disturb the tranquillity of the 
next century by referring to the rights of woman, it was 
mainly members of the weaker sex who offered the sternest 
opposition to any movement for emancipation. 

The truth is that both upper and lower classes in 
England seemed unable and unwilling to do anything 
about reform, while the industrial revolution ‘relentlessly 
continued to force upon them a new way of life. A dis- 
tinguished English historian, in reviewing the social and 
economic consequences of the machine age in Britain, has 
written: “Man had acquired formidable tools for 
refashioning his life before he had given the least thought 
to the question of what sort of life it would be well for 
him to fashion.” The early days of maladjustment and 
subsequent reform in the relationship between manage- 
ment and labour are vividly recalled in a book? edited by 
Dr. A. Meiklejohn, an authority on industrial medicine 
from the University of Glasgow, who has succeeded in 
reviving the almost forgotten memory of an able medical 
practitioner with the ability and force of character to 
impress both the Government and the people of his 
country with the urgent need for legislative action to 
regulate labour conditions in the industrial centres of 
northern England. 

At the beginning of the eighteenth century, Bernadino 
Ramazzini, professor of medicine at Modena and later at 
Padua, published the first systematic treatise on occupa- 
tional disease; and his work remained almost a dead 
letter until Charles Turner Thackrah, an apothecary and 
surgeon of Leeds, found himself face to face with a variety 
of evils leading to vice and crime, social injustices, 
dangerous health and accident hazards—all indirectly 
associated with the squalid homes and soul-destroying 
factories throughout the district in which he carried on 
his practice. As a young student at Guy’s Hospital, 
London, he had been thoroughly trained in Hunterian 
principles of research by his master, Sir Astley Cooper, 


1“The Life, Work and Times of Charles Turner Thackrah, 
Surgeon Apothecary of Leeds (1796- -1888)”, by A. 


- and 

Meiklejohn; 19 urgh an Lond E, and 

Livingstone, Limited, Pp. 244, with ‘five illustrations. 
ce: 


and he applied these same methods in his investigations 
while exploring the virgin fields of industrial health and 
hygiene. 

Ultimately, Thackrah was in a position to review 
objectively his carefully recorded observations, which then 
fired him with the determination to publicize the facts and 
awaken the public conscience to the pressing need for a 
better deal in the social and economic conditions of the 
working classes. His book on the subject was published 
early in 1831 under the full title: “The Effects of Arts, 
Trades, and Professions, and the Civic States and Habits 
of Living, on Health and Longevity: With a Particular 
Reference to the Trades and Manufactures of Leeds; and 
Suggestions for the Removal of Many Agents, which Pro- 
duce Disease, and Shorten the Duration of Life.’ Within 
eighteen months his book was first reproduced in Phila- 
deiphia (‘with improvements”), and a second revised 
edition was later brought out in London. 


Thackrah was not alone among doctors in his interest 
in social problems. It would be wrong to suggest that the 
great John Hunter himself fostered any private political 
views of a radical nature on human relationships, and it 
may be merely coincidence that some of his ablest friends 
and pupils were indiscreet enough to reveal publicly a 
slight leaning towards the movement for a general 
uplifting of the masses. it is sufficient to say that James 
Parkinson, who described the “shaking palsy’’, was at one 
stage a rabid revolutionary; so also were Henry Cline and 
Astley Cooper, the distinguished surgeons, until wiser 
counsels prevailed, and all were persuaded to abandon 
dangerous political fields for the less compromising 
occupation of a purely professional career. 


The first edition of Thackrah’s outspoken treatise was 
ostentatiously produced before the House of Commons by 
Michael Thomas Sadler, M.P., F.R.S., who quoted exten- 
sively from its pages in support of the Reform Bill of 
1832. In introducing the second reading, his speech 
revealed to Parliament ample confirmation of the baneful 
effects of poor housing, sordid living conditions, unclean- 
liness, poor ventilation, intemperance, malnutrition, 
fatigue and lack of proper exercise on the lives of men, 
women and especially children employed for long hours 
and low wages in the cotton mills and factories in and 
around the city of Leeds. 


The present volume is prefaced by Dr. Meiklejohn’s 
short, adequate and interesting biographical sketch of this 
outstanding originator of modern industrial medicine. Then 
follows a reprint of the second London edition (1832) 
of Thackrah’s comprehensive study of the problems con- 
nected with employments affecting the physical, mental 
and moral health of workers, together with measures 
recommended for their preservation in a variety of trades, 
businesses and professions. 


AIR POLLUTION. 


THE right of people everywhere to breathe fresh 
unpolluted air was emphatically declared by a European 
conference convened by the World Health Organization in 
Milan from November 6 to 14, 1957. The conference was 
organized by the Regional Office for Europe of HO, in 
cooperation with the Government of Italy and the Pro- 
vincial Administration of Milan. Twenty-one European 
countries participated. The United States of America, the 
European Coal and Steel Community and the Organization 
for European Economic Cooperation sent observers. The 
conference, which was the first international meeting ever 
to be held on air pollution, aimed at pooling the know- 
ledge and experience of many countries in this field. Air 
pollution was recognized as the greatest and most urgent 
environmental evil facing the peoples of Europe. In 
addition to discussing the effects of air pollution on man, 
and on animal and plant life, the conference reviewed 
current legislation, research and abatement programmes 
in the participating countries. Engineering and measure- 
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ment problems, industrialization and town planning were 
also discussed. 

Of interest and importance were some air pollution 
facts brought forward from various countries. In Yugo- 
slavia, animal mortality in the village of Rudare, near 
Trepcar, is so high that the village is becoming deserted 
and peasants are migrating to other parts of the country. 
Vegetation in the Bor region has been practically destroyed 
in a belt 17 kilometres long and 12 kilometres wide. In 
the United Kingdom, smoke-polluted fog in the Thames 
Valley during the four days December 5 to 8, 1952, is 
estimated to have caused between 3500 and 4000 deaths. A 
similar but less severe incident in 1956 is estimated to 
have caused 1000 additional deaths in Greater London. 
In addition to these acute episodes, great harm is done to 
health and well-being by pollution throughout the year. 
In Switzerland, harmful effects on animals and on plant 
life have been reported in the neighbourhood of aluminium 
factories. In some districts of Poland, where the ccn- 
centration of smelting and similar industries is particu- 
larly heavy, it is reported that the health of school 
children is being adversely affected. In the Netherlands, 
pollution from fluorine compounds has had such a serious 
effect on cattle that some of them have had to be 
slaughtered. Adverse effects on horticulture have also 
been noted. Animal losses in Germany have occurred in 
the neighbourhood of plants releasing arsenic compounds 
and metallic dusts into the air. A recent study of air 
pollution in Paris led to the conclusion that motor traffic 
accounts for 30% tv 40% of the total pollution, and 
domestic heating for about 50%. In summer, 70% of the 
fumes measured were given off by motor vehicles. In 
Finland, heavy compensation has been paid by factories 
(particularly a sulphuric acid factory) for damage to crops 
and materials. In Belgium, figures for deaths from chronic 
bronchitis are higher for the industrial areas (Meuse- 
Sambre) of the provinces of Liége, Namur and Hainault 
than for the other provinces. A study of comparative 
urban and rural death rates is in progress. Harmful 
effects .on plant life have been observed in Sweden as a 
consequence of flue gases from shale-oil factories, iron 
works, phosphate factories, carbon bisulphide factories, 
copper works, electro-chemical factories and sulphate 
cellulose plants. A shale-oil factory at Kvarntorp gives 
off about 12 million cubic metres of flue gases in 24 hours. 
This implies roughly 12 tons of dust, 200 tons of sulphur 
dioxide and 1200 cubic metres of hydrogen sulphide. An 
investigation by interview survey has shown an increased 
incidence of fatigue, minor illness and respiratory symp- 
toms, including bronchitis, and much discomfort, among 
persons living near the plant. 

The following represent in condensed form the main 
conclusions of the conference. (i) The right of people 
everywhere to breathe fresh, unpolluted air was emphatic- 
ally declared. (ii) Air pollution was recognized as the 
greatest and most urgent environmental evil facing the 
peoples and governments of Europe. Much progress has 
been made in the provision of pure water, milk and food, 
and in improving housing; in air pollution, however, the 


- necessary basic knowledge and control measures have 


lagged behind. (iii) Air pollution control was recognized 
as a difficult problem for all European countries—for some 


it is also a completely new and pressing problem. How- - 


ever, sufficient information is already available to enable 
decisive improvements to be made, and prevention and 
control of air pollution should be more vigorously pursued 
everywhere. (iv) It was agreed that public health workers 
had a great and essential part to play in the initiation of 
preventive measures against new sources of pollution as 
well as in the abatement of existing air pollution. (v) 
WHO should arrange for the collection, translation, con- 
densation and dissemination of information on air pollu- 
tion, including, as a first stage, the compilation of a list 
of the various organizations and associations concerned 
with air pollution. (vi) Countries that do not yet have 
some form of national advisory body on air pollution 
should set one up. (vii) Cooperation should be encouraged 
among the many different professions concerned with air 


‘pollution—public health personnel, chemists, engineers, 


town planners and industrialists. (viii) An endeavour 
should be made to reach agreement on terminology. There 
is need for an international glossary and for uniform, 
internationally acceptable expression of results. (ix) Basic 
sampling and measuring methods and apparatus should, 
as far as possible and with due regard to cost, be 
standardized internationally, so that results in different 
countries can be compared. (x) Great interest was shown 
in the possibility and practicability of measures designed 
to reduce pollution from motor vehicle exhaust gases. 
Some devices on cars—converters that will oxidize unburnt 
exhaust vapours—are in experimental use. (xi) Training 
schemes should be made available, not only for public 
health personnel at all levels, but also for those concerned 
in the production of pollution, and for all who could be of 
influence in the solution of the problem. Education for 
the general public is of the greatest importance, with 
special emphasis on the education of the young. (xii) No 
participant stated that he was satisfied with progress in 
the prevention and control of air pollution in his country. 
In some, though not all, countries much has been accom- 
plished, but very much more remains to be done. 


GOUT. 


In the Journal of the American Medical Association of 
August 10, 1957, is a report, prepared by W. D. Robinson 
and authorized by the Council on Drugs of the American 
Medical Association, on the treatment of gout. It is 
pointed out in the first place that diagnosis is made on the 
acute inflammatory reaction in or around a few joints, 
developing quickly and subsiding after a few days or weeks 
without impairment of joint function. Tophi are a late 
manifestation. Punched-out lesions in the bones seen in 
an X-ray film are suggestive but not pathognomonic. A 
rise in serum urate level may be present. Response to 
one of several drugs is often suggestive of gout, e.g., 
salicylates, phenylbutazone (‘‘Butazolidin’’), probenecid 
(“Benemid’”’), A.C.T.H. and cortisone. Colchicine does not 
alter the serum urate level; on the other hand colchicine 
is a specific for gout and is most frequently used in treat- 
ment. It should be given orally in a dosage of 0-5 milli- 
gramme every hour or 1:0 milligramme every two hours 
until pain is relieved, nausea or diarrhea develops, or a 
total of 75 to 10 milligrammes has been given. The 
patient soon learns what dosage he can tolerate. Relief by 
colchicine strongly supports the diagnosis of gout, as the 
drug does not relieve other pains. Phenylbutazone, 0-4 
gramme and 0-2 gramme every four to six hours, usually 
gives relief in 24 to 48 hours. However, the toxic effects 
of phenylbutazone prohibit its prolonged use; diarrhea, 
hematemesis, granulopenia and skin reactions may occur. 
ACTH with colchicine usually gives relief, but cortisone 
and its congeners are not so helpful. Between attacks 
colchicine 0-5 to 2-0 milligrammes given daily usually pre- 
vents attacks. So far as diet is concerned, the report has 
little to suggest. Moderate use of alcohol is permitted 
unless it clearly induces acute attacks. Meat extracts, 
sweetbreads, liver, kidneys and smoked meats should be 
avoided. Further restriction of purines may be advisable. 
It may be noted that the report is not definite in its 
statements concerning diet. 

The report goes on to state that probenecid in doses of 
0-5 to 1:0 gramme twice a day may be taken indefinitely. 
However, it may or may not prevent attacks of gout, and 
colchicine should be used at the same time. Probenecid 
is of no use for acute gout. The use of this drug is sug- 
gested as a possible source of benefit. For gouty tophi 
surgery may be necessary. 

It may be noted that this article speaks of substantial 
advances in the management of gout, but it appears that 
colchicine is the standby, as it has been for 40 or 50 years, 
that the value of diet is uncertain, and that the new drugs 
“Butazolidin”, ACTH and cortisone are not useful for pro- 
longed administration. The value of the new methods of 
treatment seems to be very limited, but undoubtedly some 
patients obtain temporary relief from their use. 
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Abstracts from Medical 
Literature. 


MEDICINE. 


Atherosclerosis. 


G. C. Witus (Canad. M.A.J., July 15, 
1957) reports the results of a study in 
atherosclerosis of guinea-pigs. Several 
investigations have been conducted with 
a view to determining whether the athero- 
sclerotic process in laboratory animals 
can be cured by dietary measures. Animals 
fed with cholesterol have been found to 
become affected with atherosclerosis. 
When cholesterol is withdrawn from the 
diet, lipid deposits in the atheromatous 
plaques gradually disappear and 
reorganization of the plaques occurs. 
However, it has been shown that pro- 
longed feeding with cholesterol causes 
extensive deposition of lipid throughout 
the body, and for a long time after 
withdrawal of cholesterol from the diet a 
state of hyperlipemia persists. In some 
experiments it has been shown that 
atherosclerosis worsens for a period after 
withdrawal of cholesterol. It is assumed 
that this is due to the continued hyper- 
lipemia. The author has devised a 
method of studying atherosclerosis in 
the guinea-pig without excessive 
cholesterol feeding. He shows that 
atherosclerosis rapidly develops in 
scorbutic animals. He induced scurvy in 
77 animals. At the end of a period of 
21 to 30 days, 27 of the animals were 
killed. Of these, 11 had atherosclerosis. 
Twenty-five animals were treated with 
ascorbic acid for one to five days and 
were then killed. Of these, nine had 
atherosclerosis. The remaining 25 animals 
were treated with ascorbic acid over 
seven to 27 days and were then killed. 
Seven of these were found to have athero- 
sclerosis. The author goes on to describe 
the histological appearances of the lesions 
after the institution of treatment with 
ascorbic acid. After as short a time as 
two days of the treatment “the early 
atherosclerotic plaques stained less 
intensely with Scharlach R and soon 
lost their diffuse lipid deposit completely ”’. 
Advanced lesions seemed to be more 
resistant. After about seven days of 
treatment the lipid material in the large 
plaques was found to be arranged into 
““separate islands with lipid-free areas 
intervening”, instead of a confluent 
mass throughout the affected part of 
the intima. Even after 27 days there 
appeared to be little further change in 
some such plaques. The author suggests 
the likelihood that the histological changes 
in the resorption of the atherosclerotic 
plaque in man would be similar to those 
in his present study. 


The Shoulder-Hand Syndrome. 


R. A. Gaeurarpt, P. D. GELBACH AND 
B. B. Wetts (J. Am. Geriatrics Soc., 
June, 1957) discuss the possibility of 
local X-ray therapy as a cause of the 
shoulder-hand syndrome. Since the 


description of causalgia attributed to 
Weir Mitchell during the American Civil 
War, a large number of similar clinical 
entities have been recognized. Features 


common to these are pain and then 
non-pitting oedema and later muscular 
atrophy and osteoporosis. The disorder 
may originate from local trauma or from 
damage to distant organs or tissues. 
The descriptive term “ reflex sympathetic 
dystrophy’ has been applied to _ it. 
The shoulder-hand syndrome was first 
recognized as a member of the group by 
Steinbrocker in 1947. The shoulder-hand 
syndrome is usually unilateral. It occurs 
most frequently in later life. Common 
presenting symptoms are stiffness and 
pain, worsened on attempted movement. 
The hand is affected with brawny cedema, 
the skin being tense, shiny and bluish. 
Symptoms continue for three to six 
months. In many cases atrophy of 
muscle and subcutaneous tissue, and 
flexion deformities -of the hand, appear. 
The syndrome has been reported most 
frequently as a sequel of myocardial 
infarction; it may also occur after 
trauma, infection, hemiplegia, pneumonia, 
abdominal operations, and so on. The 
pathogenesis is obscure. It has been 
suggested that the afferent limb of a 
reflex arc receives painful stimuli from a 
viscus or ligament, and that these stimuli 
activate several segments of the spinal 
cord, which discharge through the motor 
neurons, of either the sympathetic 
or the voluntary system, ‘ producing 
muscular spasm and the neuro-vascular 
and trophic changes that constitute the 
_typical clinical features of the syndrome ”’. 
The authors go on to quote three cases 
of the shoulder-hand syndrome which 
occurred three or four weeks after the 
application of X-ray therapy for peri- 
tendinitis calcarea of the shoulder. They 
concede that they have simply recorded a 
series of coincidences, but they express 
the opinion that cause and effect are 
suggested by their findings. They also 
speculate “that many apparent failures 
in the roentgen therapy of peritendinitis 
calcarea are in fact complications of the 
treatment ”’. 


Phzochromocytoma. 

W. F. Kvate et alii (J.A.M.A., June 22, 
1957) describe the diagnosis and treat- 
ment of pheochromocytoma in a series of 
50 cases. Hypertension was paroxysmal 
in 26 and persistent in 24. The tumours 
were generally simple, but eight were 
malignant. Tests were carried out on 
patients with hypertension who suffered 
from headaches with perspiration, thoracic 
and abdominal pain, nervousness and 
hypermetabolism without signs of hyper- 
thyroidism, and especially on thin and 
young hypertensives. The test consisted 
of the administration of histamine base, 
phentolamine or piperoxan to determine 
the reduction of blood pressure with 
these preparations and also to determine 
the plasma pressor amines, Aortograms, 
perirenal injections of air and presacral 
injections of oxygen were not used, as 
localization was not considered necessary 
before operation. These last-mentioned 
tests were risky, and false localization 
occurred in some cases. Excretory 
urograms were taken in all cases. They 
gave evidence of a mass above one kidney 
or displacement of the kidney in seven out 
of 26 cases. Once diagnosed, the tumour 
should be removed. It may be located 
anywhere in the abdominal cavity, so that 
the abdominal approach is preferred. 


Phentolamine, five milligrammes, was 
injected rapidly intravenously for the 


phentolamine test, and a fall of blood 


pressure of more than 35 millimetres of 


mercury, systolic, and 25 millimetres, 
diastolic, for three or four minutes was 
considered a positive result. This test 
was not reliable. Sedatives and hypo- 
tensive drugs had to be suspended for 
14 to 16 days before the test. 


Myofascial Pain. 


J. J. Bontoa (J.A.M.A., June 15, 
1957) discusses the management of myo- 
fascial pain. This includes conditions 
which have been described as myalgia, 
myositis, fibrositis and muscular 
rheumatism. The author states that the 
syndromes are characterized by a very 
hypersensitive area in one of the muscles 
or in connective tissue, with pain, muscle 
spasm, tenderness, stiffness, limitation 
of movement and weakness. These are 
the common muscular disabilities of the 
shoulder girdle, neck and low part of the 
back. Trauma and chronic muscular 
strain are said to be the main causes. 
Chilling, arthritis, myositis, nerve injuries, 
fatigue, creatinuria, infection and psycho- 
genic stress are also causes. Treatment 
advocated is the induction of local 
anesthesia by injection of ‘‘ Novocain ” 
or other agent. The author describes 
the technique. If the procedure is not 
successful, further and repeated injections 
are advised. Spraying the sensitive area 
with ethyl chloride is suggested as an 
alternative. Physical therapy and active 
exercise are necessary adjuncts. 


Aseptic Meningitis. 


R. A. Larorsst, G. A. McNauGutTon, 
A. J. BEALE, M. CxarKE, N. Davis, 
I. Suttantan anp A. J. Ruopes (Canad. 
M.A.J., July 1, 1957) describe an outbreak 
of aseptic meningitis with rubelliform 
eruption which occurred in Toronto in 
1956. The authors’ study was confined 
to 115 children admitted to the Hospital 
for Sick Children, Toronto. Many more 
eases occurred in the city. The disease 
was not confined to children. The 
authors were told that in adults the 
clinical features were those of encephalitis 
rather than meningitis. A history of 
biphasic illness was obtained in 42 of the 
115 cases. The main features of the 
initial phase were fever, cold in the head, 
vomiting, diarrhceaa and throat. 
The major phase commenced abruptly 
with fever and signs of meningitis. In 
50 cases a maculo-papular eruption 
appeared one or two days before the 
onset of the major illness. It covered 
the face, trunk and extremities, and 
lasted for eight or nine days. In three 
cases in which petechize were pregent, a 
preliminary diagnosis of meningococcemia 
had been made. The rash did not scale. 
It cleared without complications. The 
mean cell count in the cerebro-spinal 


fluid was 694 per cubic millimetre. In @ 


number of cases the neutrophils were in a 
high proportion. Leucocytes in the 
peripheral blood were counted at 8000 
to 12,000 per cubic millimetre, the cells 
being within the normal differential 
range. Recovery was uneventful. All 
patients were reexamined aLuut six weeks 
after discharge. No paralysis was found. 
Twenty-six children 
occasional headache. A virus was isolated 
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from the stools in 58 of 94 examined, 
and from the cerebro-spinal fluid in 15 
of 48 examined. ‘All these viruses 
produced the cytopathogenic changes in 
tissue cultures.” None was neutralized 
by pooled antisera to poliomyelitis viruses 
types I, If and III. A more detailed 
investigation of the virus was made in 
10 cases. As a result, the authors 
conclude that it was related to Echo 
virus type IX. 


Gangrene of the Feet and Legs. 
W. T. Fotey (Circulation, May, 1957) 


condemns the confinement to bed of 
patients suffering from gangrene of the 
feet and legs. This leads to decreased 
blood flow and other mischievous conse- 
quences. On the other hand, one of the 
greatest stimuli to the development 
of collateral blood flow in the legs is 
walking. Impressed by the favourable 
effects of the walking cast in fractures 
of the ankle, the author has allowed 
patients with gangrene of the feet and 
legs to walk about, with very good results. 
The feet were first carefully dressed, the 
lesion and surrounding areas being covered 
with antimicrobial ointment, hydrous wool 
fat being used to keep the tissues from 
becoming dehydrated. The entire foot 
and leg were then wrapped in absorbent 
cotton and loosely but securely bandaged 
to protect them from injury. A white 
sock was then put on. Whenever possible 
a@ shoe was worn over the bandaged 
foot, and this was regarded as especially 
necessary for patients who had been 
long in bed and needed arch support. 
If the bandaged foot was too bulky for 
a shoe, slippers were used. At first 
some patients could stand for only a few 
moments. The attempt was repeated 
every hour. Gradually they took a few 
steps. Ambulation was increased pro- 
gressively with pain as the limiting factor. 
Eventually most patients could walk a 
mile daily, at a pace less than that which 
might cause claudication. 


Insulin Resistance Treated with 
Tolbutamide. 

E. O. FRIEDLANDER (New England 
J. Med., July 4, 1957) discusses the use 
of tolbutamide, one of a series of new 
sulphonylurea compounds capable of 
producing hypoglycemia, in the treatment 
of insulin-resistant diabetes. In one 
patient, whose insulin requirement varied 
between 1000 and 4000 units daily, and 
was nearly always over 2500 units daily, 
a dose of 3-0 grammes of tolbutamide 
daily, gradually reduced to 1-5 grammes, 
enabled the diabetes to be perfectly 
controlled with 475 units of insulin daily. 


Thyrotoxicosis and Infarction of 
the Heart. 


G. Gryttinc anp H. A. SALVESEN 
(Acta med. scandinav., April 18, 1957) 
found no occurrence of infarction of the 
heart in 521 patients (426 women and 
95 men) over the age of 40 years with 
thyrotoxicosis, except in one case in 
which the coronary arterial disease had 
been present before the onset of thyro- 
toxicosis. The serum cholesterol level 
in these patients was significantly lower 
than in normal persons in the same age 
groups. Autopsy in 15 of the patients 


showed only moderate degrees of athero- 
sclerosis (in some only traces of the 


condition) and especially little in those 
patients with a long history of thyro- 
toxicosis, 


Deaths Due to Smog. 

C. A. Mus (Am. J. M. Sc., April, 
1957) shows that a significant association 
exists between the occurrence of smog in 
Los Angeles and rises in the day-by-day 
death rate from cardiac and respiratory 
diseases in the exposed population. Smog 
is said to arise largely from the action of 
sunlight on the unburned hydrocarbons 
and nitrogen oxides derived from liquid- 
fuel motor exhausts. In this way harmful 
concentrations of ozone are formed in 
the atmosphere. 


“Vigorous ’’ Diagnosis in 
Hematemesis. 

E. D. PAtmMEerR (Am. J. M. Sc., May, 
1957) claims great advantages from a 
‘vigorous diagnostic attitude”? in the 
presence of upper gastro-intestinal hemor- 
rhage, in terms of more effective treatment 
realized from quick, accurate diagnosis 
of the site and nature of the bleeding 
lesion. According to the author’s plan of 
diagnostic management, as soon as the 
patient arrives in the receiving room of 
the hospital his general state is quickly 
evaluated, blood is taken for grouping 
and eross-matching, a history is taken, a 
thorough but rapid physical examination 
is made, an injection of atropine (one- 
seventy-fifth of a grain) is given and an 
attendant dispatched to collect any 
previous hospital records. Then, still 
on the stretcher in the receiving room, 
and before the patient has been cleaned up 
or changed into pyjamas, a stomach tube 
of number 30 (French) gauge is passed 
and lavage effected with from one to five 
quarts of iced water. In only 24 out of 
238 patients did the hemorrhage not 
cease during this lavage. Immediately 
afterwards cesophago-gastroscopy is 
performed, the patient having first 
gargled, if he is able, with a 1% solution 
of butethanol. After the endoscopy, 
which is sometimes accomplished while 
blood is running into three of the patient’s 
extremities, contrast fluoroscopy is carried 
out with free palpation and positioning 
in the ordinary way. In many instances 
the clinician has complete physical, 
cesophagoscopic, gastroscopic and radio- 
logical information within an hour. The 
bleeding lesion was diagnosed harmlessly 
and with assurance in 88% of the series 
of 238 patients. The author states that 
harm results from failure to attempt 
diagnosis rather than from efforts exerted 
on the patient’s behalf. 


The Respiratory Centre in 

Emphysema and Cor Pulmonale. 

A. C. Taquint et alii (Am. Heart J., 
September, 1957) have confirmed 
previous observations that patients with 
emphysema and cor pulmonale in the 
stage of carbon dioxide retention show a 
subnormal ventilatory response to the 
inhalation of carbon dioxide. The 
breathing of oxygen provokes hypo- 
ventilation due to the quick increase in 
arterial oxygen tension in spite of the 
increase in the arterial carbon dioxide 
tension. The administration of acetazol- 
amide induces a variable decrease in the 
bicarbonate level and pH of arterial 
blood. Acetazolamide seems to diminish 
the respiratory depression produced in 


emphysema by oxygen inhalation, but it 
should be used cautiously in patients with 
acute respiratory acidosis, since if hyper- 
ventilation is not produced it will result 
in a more severe acidosis. 


Enema-Induced Potassium Loss. 


F, Prum anp M. F. Dunnina (Am. 
J. M. Sc., April, 1957), who studied the 
amount of potassium in feces, found that 
enemas and laxatives, if continued 
indefinitely, are a potential source of 
potassium depletion in paraplegic patients. 
One patient developed severe potassium 
deficiency. 


March Hemoglobinuria. 
W. C. Stout (J.A.M.A., July 27, 1957) 


reports five cases of march hzemo- 
globinuria in students. For 70 years 
or more it has been known that physical 
exertion can give rise to the passage 
of red urine containing hemoglobin in 
solution. Strenuous walking and strenuous 
running preceded the condition, These 
patients all complained of painful 
swollen muscles and dark urine. 
Albuminuria was noted in all cases, and a 
varying number of white blood cells. 
In one case red blood cells were present 
in the urine. The author regards these 
as being cases of myohrmoglobinuria 
resulting from the breakdown of myo- 
hemoglobin due to severe strenuous 
exercise over a short period. He considers 
that this is a different syndrome from 
previously reported cases and suggests 
the term “‘ exercise myohemoglobinuria ”’. 


Cryptococcus Meningitis Treated 
with Amphotericin B. 


E. APPELBAUM AND §, SHTOKALKO 
(Ann. Int. Med., August, 1957) report 
the successful use of amphotericin B, 
a recently described antifungal antibiotic, 
in a case of meningitis caused by Crypto- 
coccus neoformans. The patient was a 
mildly diabetic woman, aged 46 years, who 
had been ill for two months before admis- 
sion to hospital with headache, stiffness 
of the neck, weakness and loss of 
weight. Mentally, she had first become 
apathetic and somewhat incoherent, and 
later quite disorientated. After thorough 
investigation Cryptococcus neoformans was 
isolated from the cerebro-spinal fluid by 
culture, and the pathogenicity of the 
strain proved by animal inoculation. 
Oral administration of amphotericin B 
was commenced, and the dose increased 
progressively up to eight grammes per 
day. After five weeks the patient showed 
no improvement. Parenteral therapy was 
then started with a dose of 100 milli- 
grammes of amphotericin suspended in 
500 millilitres of 5% glucose in saline, 
administered intravenously over a period 
of about six hours. This was repeated 
daily for 12 days, and subsequently 
every second day for about five weeks. 
Clinical improvement was noted after 
two weeks, and cryptococci, which had 
been recoverable from the cerebro-spinal 
fluid throughout the period of oral 
treatment, were no longer found. On 
discharge from hospital the patient was 
in good mental and physical condition, 
free of symptoms referable to the central 
nervous system. Her condition was 
entirely satisfactory seven months later. 
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British Wedical Association, 


NEW SOUTH WALES BRANCH: SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on June 20, 1957, at the Royal 
Alexandra Hospital for Children. The meeting took the form 
of a series of clinical demonstrations by members of the 
honorary medical and surgical staffs of the hospital. 


Cerebral Abscess following a Fall on the Head. 


Dr. M. Sorer SCHREIBER showed two patients who had 
suffered from cerebral abscess following a fall on the head. 
The first, a boy, aged 11 months, had fallen out of his 
perambulator. When picked up he appeared dazed, and his 
nose was bleeding and bruised. Two hours later, it was 
noticed that his right arm and leg were limp, and he 


remained drowsy and irritable. When he was admitted to- 


hospital two days later, he was very irritable; he had right 
hemiplegia and his fontanelle was bulging. An X-ray 
examination of his skull revealed no fracture, but some 
minor but definite separation of his sutures. An urgent 
electroencephalographic examination showed a left temporal 
abnormality, consistent with, but not typical of, subdural 
hematoma. Accordingly, subdural taps were performed 
through the coronal sutures. As they gave negative results, 
exploratory burr holes were made, and they too revealed 
no abnormality. A left ventricular tap failed to find the 
ventricle, so a lumbar puncture was performed. The cerebro- 
spinal fluid was clear and under increased pressure (300 
millimetres of water). It contained no cells and had a 
normal protein content. A diagnosis of cerebral contusion 
and cdema was thought likely. In the next few days the 
child’s state of consciousness steadily improved; then he 
began vomiting and became more drowsy. Ventricular 
puncture was again attempted, and on the left side a large 
frontal cerebral abscess was entered and much pus evacu- 
ated. Streptomycin was injected into the abscess, and 
streptomycin and “Chloromycetin” were administered 
parenterally. A coagulase-positive Staphylococcus aureus, 
insensitive to penicillin but sensitive to other antibiotics, 
was grown from the pus. Further questioning of the mother 
at that stage elicited the history that the baby had fallen 
from his high chair some two months before and struck his 
head against his toy train, an axle of which had penetrated 
his scalp and stuck there so firmly that she had not been 
able to pull it out. However, it had fallen out itself later 
that day. As that minor incident had not upset the baby 
in any way, and had left only a very small scalp scar, she 
had not mentioned it earlier. Two millilitres of “Thorotrast” 
were injected into the abscess, and X-ray examination 
showed that it had a diameter of over two inches, and that 
a stalk extended in the direction of the small scalp scar. 
After treatment by aspiration of the abscess, coupled with 
local and systemic administration of antibiotics, the child 
was soon well again, and some seven months later the 
shrunken abscess was excised, in order to diminish the risk 
of subsequent epilepsy, and to remove the “Thorotrast”. 
Dr. Sofer Schreiber said that it was noteworthy that that 
penetrating wound of the brain was unrecognized as such 
at the time, and that the resulting large cerebral abscess 
was so clinically silent that no symptoms occurred until the 
acute signs brought on by a second fall on the head. It was 
also of interest that the child’s temperature had been normal 
throughout, as had the cerebro-spinal fluid also. 


The second patient shown by Dr. Sofer Schreiber was 
a “Far West” boy, aged two years and eight months, 
who had fallen from his chair and _ struck the left 
side of his forehead. Two days later he was very 
feverish and drowsy, and had a prolonged convulsion. A 
swelling on the left side of his forehead discharged pus, 
and he was given antibiotics (penicillin and “Terramycin”) 
for two weeks. However, he remained feverish and unwell. 
When he was examined 24 days after his fall, his tempera- 
ture was 101° F., and there were two fluctuant abscesses 
in the scalp of his left frontal region. The only definite 
central nervous system abnormality was an extensor plantar 
response on the right side. His white cell count was 9600 
per cubic millimetre, of which 30% were neutrophils, An 
X-ray examination of his skull revealed patchy rarefaction 
of his left frontal bone, indicating possible early osteo- 
myelitis. An electroencephalogram was reported as indicat- 
ing “cerebral involvement on the left side similar to cerebral 
thrombosis, but may be due to abscess”. A lumbar puncture 
revealed clear cerebro-spinal fluid under increased pressure 
(260 millimetres), containing no cells and a normal amount 
of protein. At operation the superficial scalp abscesses were 


incised, and the underlying bare bone was found to be 
oozing pus. Burr holes were made, and extradural collec- 
tions of pus were evacuated. It seemed possible that those 
extradural abscesses might be the only collections of pus 
present, and that the cerebral disturbance might be vascular 
only. In any case, it seemed advisable not to open the 
dura at that stage, and further operation was deferred for 
three days. A ventriculographic examination was then 
performed, and it was found that the anterior horn of the 
left lateral ventricle was displaced downwards, backwards 
and to the right, indicating the presence of a left frontal 
abscess. The abscess was aspirated and treated in the 
manner described in the previous case. Two sequestrec- 
tomies were necessary to remove necrotic pieces of skull, 
and five months after the child’s fall the abscess was 
excised. Dr. Sofer Schreiber commented that osteomyelitis 
of the skull was now rarely seen, and in general was 
seldom followed by cerebral abscess. He had therefore 
thought that that unpleasant sequel to a minor closed head 
injury was of some interest. 


The improved Prognosis in Infantile Hydrocephalus. 


Dr. Sofer Schreiber then showed four patients to illustrate 
the improved prognosis in infantile hydrocephalus. He said 
that until the development of shunt operations, in which 
non-irritant plastic tubes were employed, the results of 
surgery in infantile hydrocephalus had been depressingly 
poor. In 1948 Cone reported on peritoneal shunts, and 
Matson on the ureteric shunt. A new era in treatment was 
begun, and with the development of refinements in those 
techniques, and with proper selection of patients for opera- 
tion and of the operation for the patient and with adequate 
subsequent supervision and revision operation if indicated, 
the results of treatment could be very good indeed. Dr. 
Sofer Schreiber said that in general the medical profession 
had not yet realized that change, and it was for that reason 
that he was showing the four patients. All the children had 
severe, acutely progressive hydrocephalus, and without 
operation would have been dead or hopelessly damaged by 
that time. 

The first patient was a boy, aged one year at the time of 
the meeting. Eleven days before his admission to hospital 
at the age of three months, it had been noted that his 
eyes turned downwards, and that he had a _ bulging 
fontanelle. He was irritable, and his head circumference 
was 17°5 inches, 1°5 inches more than the average for his 
age. Air studies demonstrated that he was suffering from 
hydrocephalus of the communicating variety, and that an 
ample (over two centimetres) uniform thickness of brain 
tissue still remained. As his turned-down eyes and bulging 
fontanelle made it clear that the hydrocephalus was pro- 
gressive, a lumbar arachnoid-suprahepatic shunt was per- 
formed. After that operation his fontanelle became depressed 
and pulsating, his eyes became level, and his developmental 
progress was normal. At the time of the meeting he was 
a normal, healthy child. 


The second patient was a boy, aged nine months at the 
time of the meeting. He had suffered from hemorrhagic 
disease of the newborn, and was obviously hydrocephalic 
at the age of five days. At the age of three weeks his 
head circumference was 15°75 inches, his sutures were widely 
separated, and his fontanelle bulged. He was unable to 
suck, and vomited frequently. Air studies demonstrated a 
severe grade of communicating hydrocephalus.- An attempt 
was made to relieve him by daily lumbar puncture. How- 
ever, he continued to vomit, and his head enlarged. 
Accordingly, at the age of five weeks, a lumbar arachnoid- 
suprahepatic shunt was_ performed. After operation his 
fontanelle was depressed and pulsating, and the hydro- 
cephalus had been completely relieved. He was developing 
very satisfactorily. 

The third patient was a boy, aged 17 months. At the age 
of three weeks it was noted that he had a big head, and 
that his eyes looked down. When he was examined at the 
age of nine weeks, he had every sign of severe progressive 
hydrocephalus. His head circumference was 19°25 inches, 
some 3°5 inches more than the average for his age. AS 
air studies indicated a sufficient remaining thickness of 
brain tissue (about two centimetres), a lumbar arachnoid- 
suprahepatic shunt was performed. After operation his 
fontanelle was depressed and his sutures were overriding. 
The shunt functioned very well until he was aged seven 
months, when he commenced vomiting, his fontanelle bulged 
and his sutures separated. A revision operation was per- 
formed, and it was found that the polyethylene shunt tube 
had slipped out of the subarachnoid space. A new tube was 
inserted, and once again his fontanelle was flat, and his 
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sutures were overriding. At the time of the meeting he was 
progressing normally. 


The fourth patient was a girl, the second born of pre- 
mature twins, and her birth weight was 3 pounds 14 ounces. 
Progressive hydrocephalus was suspected at quite an early 
age, as her sutures were separated and her fontanelle was 
enlarged, bulged and did not pulsate. Air studies at the age 
of four and a half months demonstrated a severe grade of 
communicating hydrocephalus, and a lumbar arachnoid- 
Fallopian tube shunt was performed. After operation her 
fontanelle was depressed and pulsating, and had remained 
so. At the time of the meeting she was aged 13 months, 
her head circumference was normal, and her progress was 
favourable. Her mother judged that her development was 
about two months behind that of her twin sister. 


Dr. Sofer Schreiber said that it was evident from those 
cases, and from the very many other successful results 
achieved in that clinic and in others, that hydrocephalus 
could now be treated with reasonably good results, and that 
the old gloomy-to-hopeless prognosis was out of date. To 
achieve acceptable results, however, it was essential that 
patients should be treated before gross brain destruction 
had occurred, and that meant that hydrocephalus should 
be considered an urgent condition, and that patients should 
be referred for treatment as soon as the condition was 
suspected. 


Lead Poisoning in Childhood. 


Dr. D. Kerr GRANT spoke on lead poisoning; he reminded 
those present that lead poisoning in children was still very 
much in evidence. It was at the present time more than 
ever important not to miss diagnosing lead poisoning 
because of the availability of specific treatment in recent 
years. Therefore, awareness of the possibility of lead 
poisoning should be prompted by the occurrence of certain 
symptoms, amongst which pica was outstanding. Many 
other non-specific symptoms might occur, with vomiting 
and irritability heading the list. The question of exposure 
should be inquired into, and it should be remembered that 
flaking, lead-containing paint was a major hazard. Lead 
nipple-shields should, of course, be absolutely forbidden. 
Lead toys should preferably not be bought for young 
children, and in regard to the painting of nursery furniture, 
toys and so forth, the parents should demand an assurance 
from the salesman that lead paint had not been used. Such 
“consumer-resistance” was at least as valuable an approach 
to the problem as legislation, although there was a woeful 
lag in regard to the latter. A single source of exposure 
should not be accepted as the only source of lead accessible 
to the child. Dr. Kerr Grant quoted as an example a child 
who had developed lead poisoning, and who was known to 
chew habitually on lead toys; one of them contained 90% 
lead, and analyses of lead soldiers, readily available in the 
neighbourhood, showed them to have a lead content varying 
from 89% to 97%. However, visit to the home permitted 
the collection of samples of paint, old and flaking, from 
four areas where the child was wont to play. The results 
of analyses for lead content of the flakes ranged from 21% 
to 46%. Dr. Kerr Grant said that recent work in the United 
States had pointed to the absolute need to prevent 
reexposure of the lead-poisoned child after return home 
from hospital if a favourable long-term prognosis was to 
be expected. That meant that home-visiting and inspection 
were an essential part of the management of such children. 


Dr. Kerr Grant then said that the opacity to X-days of 
ingested lead-containing paint flakes made plain films of 
the abdomen a most useful aid in diagnosis. Diagnosis 
could be difficult, and usually involved a total assessment 
of various symptoms and signs rather than any specific 
test. The only readily available specific test in the com- 
munity was the estimation of the lead content of urine. 
That involved the collection of a 24-hour specimen under 
scrupulous conditions, using specially prepared vessels. 
Unless the conditions of collection were beyond criticism, 
the results of estimation of lead content were quite value- 
less. It was thought that the validity of that last statement 
was not always appreciated. 


Dr. Kerr Grant said that treatment involved the use of 
the chelating agent calcium disodium ethylenediamine 
tetra-acetate, which was given by the intravenous, sub- 
cutaneous or oral route. Dosage was fairly well established, 
but the length of treatment necessary was still open to 
argument. By work in progress at the Institute of Child 
Health, Royal Alexandra Hospital for Children, it was hoped 
to throw some further light on that problem. 


Failure to Thrive Associated with Chronic Mastoiditis. 


Dr. Patricia Davey showed three patients to demonstrate 
a combination of failure to thrive, persistent otorrhea and 
mastoiditis, necessitating drainage for removal of diseased 
cells and granulation tissue. Cultural examination of 
material from the external auditory meatus produced 
growths of Bacterium coli, Bacillus pyocyaneus and Proteus 
vulgaris respectively. Those were secondary infections 
cloaking the primary organisms, which were Staphylococcus 
aureus and a hemolytic streptococcus insensitive to peni- 
cillin. The nature of the primary organisms was revealed 
only when operative swabbings were available. After drain- 
age, the wounds healed readily without antibiotics, and 
dry ears resulted. The general condition of the children, 
the hemoglobin levels and the weight records had improved 
after operation. 

Infantile Hypercalczemia. 

Dr. KATHLEEN WINNING said that the condition of 
infantile hypercalcemia had been described only in recent 
years. It could be recognized by a characteristic facies. 
Physical growth was affected, but improved as the child’s 
condition improved. Renal impairment invariably accom- 
panied the hypercalcemia and might result in death; but 
kidney function might improve in survivors. Hypocholes- 
teremia was often present. Increased radiological density of 
the skeleton might occur. Schlesinger, Butler and Black, 
in the British Medical Journal of January 21, 1956, in a 
review of 10 cases, had stated that four of the children 
had died, and that all survivors followed up till then had 
been mentally retarded. The cause of the condition was 
unknown, but an abnormal sensitivity to vitamin D had 
been suggested. 

Dr. Winning then showed a male child suffering from the 
condition. He had presented at eight months with a history 
of having failed to thrive. He was the first child, his birth 
had been normal, and his birth weight was six pounds. 
He had always been difficult to feed, taking very little. 
He vomited persistently from the age of: two months, and 
his bowel actions were always hard and infrequent. He 
presented the typical facies and was emaciated, his weight 
being eight pounds at eight months. The serum calcium 
content was 16°7 milligrammes per 100 millilitres and the 
serum cholesterol content was 260 milligrammes per 100 
millilitres. The blood urea content was 50 milligrammes per 
100 millilitres, rising to 129 milligrammes four weeks after 
his admission to hospital. All other investigations gave 
normal results. The child was given a diet of low calcium 
content, with no added vitamin D and no exposure to sun- 
light. The diet at first consisted of soya flour, sugar and 
water gruel and added vitamins. Later it was changed tu a 
calcium-free milk prepared in the Biochemistry Department, 
then it reverted to a soya flour preparation, and all other 
foodstuffs were added with the exception of milk and milk 
products. At the time of the meeting the child was 20 
months old and his diet was unrestricted except for milk, of 
which only five ounces were used; 200 units of vitamin D 
per day were added. The serum calcium content was 10 
milligrammes per 100 millilitres and the blood urea content 
37 milligrammes per 100 millilitres. He was walking and 
appeared intelligent, but was neither physically nor mentally 
as other children of the same age. 


Neonatal Jaundice. 

Dr. D. G. HAMILTON first showed a male infant, aged 11 
months, who had suffered from erythroblastosis fetalis. His 
maternal grandmother had had four pregnancies; the first 
resulted in a normal child, the next two children died of 
neonatal jaundice, and the fourth -was the mother of the 
patient under discussion. She was Rh-negative, and so had 
developed no neonatal jaundice. It seemed obvious that her 
father had had a heterozygous Rh-positive blood grouping. 
The patient’s mother had had three pregnancies. The first 
one had produced a normal child. The second had resulted 
in a miscarriage at three months of pregnancy. The present 
patient was born of the third pregnancy. Anti-Rh agglu- 
tinins were found in the mother’s blood late in pregnancy. 
At birth the baby looked well, but was covered with yellow 
vernix. The liver and spleen were both enlarged. The baby’s 
blood at birth contained 12:3 grammes of hemoglobin per 
centum and 3,700,000 erythrocytes per cubic millimetre, of 
which 22% were reticulocytes. The serum bilirubin content 
was nine milligrammes per 100 millilitres, and a Coombs 
test produced a positive result. The baby was transferred 
from the hospital where it had been born to the Royal 
Alexandra Hospital for Children, where an exchange trans- 
fusion of 900 cubic centimetres of group O, Rh-negative 
blood. was given. The serum bilirubin content after the 
transfusion was 5. milligrammes per 100 millilitres and the 
baby’s condition was satisfactory. During the next 30 hours 
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the serum bilirubin level had gradually climbed through 
12-0, 15°6, 16-6, 17-6 to 22 milligrammes per 100 millilitres. 
At that stage a second exchange transfusion of 900 cubic 
centimetres of group O, Rh-negative blood was given, and 
after that transfusion, the serum bilirubin content was 
9-5 milligrammes per 100 millilitres. After another 24 hours 
the serum bilirubin content had risen again to 21 milli- 
grammes per 100 millilitres and a further exchange trans- 
fusion of 900 cubic centimetres of group O, Rh-negative 
blood was given. After that, the serum bilirubin content 
was 2°5 milligrammes per 100 millilitres, and during the next 
few days it did not rise above 8-8 milligrammes per 100 
millilitres and the baby progressed satisfactorily. During 
the period of those transfusions a “cover” of penicillin and 
streptomycin was given. After that the baby seemed to 
progress very well. He thrived, took notice and seemed to 
be developing as a normal baby. However, by the time he 
was aged about six months, it became apparent that his 
head control was not quite as good as would be liked in 
a child of that age, and on trying to sit up he seemed to 
lack balance until the age of about nine months. In the 
month prior to the meeting he had made a sudden spurt 
of progress, and was now sitting up well and crawling very 
actively. He was strong, vigorous and alert and seemed 
intelligent, and the only worrying doubt about his develop- 
ment had been the slow acquisition of a sense of balance. 
It was hoped that he would develop into a perfectly normal 
child; but the possibility must be entertained that there had 
been a slight degree of kernicterus, and that he would show 
evidence throughout life of a mild degree of ataxic cerebral 
palsy. During the early days of his life there had been 
no signs to suggest that kernicterus was developing, and 
there was certainly none of the severe brain damage that 
often resulted from that complication. 


Dr. Hamilton’s second patient was an infant who had 
become jaundiced on the third day of life. He was considered 
at that stage to be suffering from physiological jaundice; 
but, instead of clearing within a few days, the jaundice 
gradually deepenéd and the liver became slowly enlarged. 
The stools became very pale, though not quite colourless, 
and it became obvious that the child was suffering from 
obstructive jaundice. Liver function tests were performed 
in an effort to exclude hepatitis; they gave normal results. 
The serum bilirubin level fluctuated somewhat, rising and 
falling between figures of 15 and 30 milligrammes per 100 
millilitres. The stools were always pale, except on one day, 
at the age of about two weeks, when the baby passed a 
stool of good yellow colour, and that coincided with one of 
the drops in the serum bilirubin level. By the age of one 
month it was apparent that the baby was not progressing 
satisfactorily. It had been hoped that the cause of the 
biliary obstruction was impaction of bile mud in his ducts, 
and the passing of one stool containing a reasonable amount 
of bile had given hope that that would clear spontaneously. 
However, when no obvious improvement was taking place 
by the age of a month, it was thought that laparotomy was 
justified. At operation the liver was found to be enlarged 
and slightly firm. The bile ducts were patent; the gall- 
bladder was a norma! size and was full of bile that was of a 
very light colour indeed. The bile duct system was syringed 
through with saline, and it was quite obvious that the 
obstruction was in the liver itself and not in the bile ducts. 
The diagnosis seemed to be neonatal hepatitis. A liver 
biopsy was not thought worthwhile to confirm that diag- 
nosis. After that the baby made good progress, and at the 
age of three months, was healthy and thriving. 


Dr. Hamilton said that when obstructive jaundice occurred 
in the new-born, the likely possibilities were congenital 
obliteration of the bile ‘ducts, impaction of inspissated bile 
in the bile ducts and hepatitis. Liver function tests in 
hepatitis in the new-born often gave negative results. If 
progress was not being made by the age of four to six 
weeks, laparotomy should always be performed, for inspis- 
sated bile that had not cleared itself spontaneously could be 
syringed out of the bile ducts. If the obstruction was due 
to atresia of the ducts, it was occasionally found that atresia 
was in the common bile duct, the gall-bladder being of 
reasonable size and having normal connexions with the liver. 
That rarely happened; but when it did, a_ satisfactory 
result could be achieved by the operation of cholecyst- 
duodenostomy. 


Dr. Hamilton finally said that the other important causes 
ot neonatal jaundice to be considered were the following: 
(i) physiological jaundice, which occurred in a healthy baby 
on the second or third day of life and, without significant 
increase in size of the liver or fall in the blood count, faded 
after a few days; (ii) sepsis, in which the jaundice might 
be quite marked, but in which the babies looked ill, some- 
times had a rise in temperature and often a neutrophil 


leucocytosis, and in which generous antibiotic therapy was 
ealled for; (iii) familial acholuric jaundice, in which a 
family incidence existed and spherocytes and increased 
fragility of the babies’ red cells were found; (iv) galacto- 
semia, which would be discussed more fully by Dr. C. W. G. 
Lee; (v) syphilis, in which jaundice was not common, but 
in which the other manifestations of congenital syphilis, 
such as a rash, nasal discharge or epiphysitis, were likely 
to occur. 
Galactose Intolerance. 


Dr. C. W. G. Leg, discussing galactose intolerance, said 
that it was a rare inborn error of metabolism. If one was 
aware of the condition, the diagnosis was not difficult; but 
lack of recognition contributed to its rarity. It was of 
considerable interest that a sugar occurring naturally in 
milk might cause serious illness and often death in a child; 
early diagnosis and a galactose-free diet would reverse the 
condition and produce a healthy child while that diet was 
maintained. 


The clinical picture was rather clearly defined; in the 


-first few days after birth, there began increasing vomiting 


and reluctance to feed, with rapid liver enlargement, usually 
fever and jaundice, signs of cerebral irritation, an hemor- 
rhagic tendency, albumin and casts in the urine, plus the 
key to the diagnosis—an increasing amount of reducing 
substance in the urine. That, of course, was galactose, and 
its identification required special methods; however, those 
clinical findings were sufficient for a tentative diagnosis. 
Dr. Lee emphasized the similarity of the disease to sepsis 
with jaundice. He said that the course was one of progres- 
sive weight loss and death in the first few weeks or months. 
Cataracts might be found as early as two weeks; early 
treatment caused complete regression (the only reversible 
form of cataract known). Some less severely affected 
infants might survive infancy and present with blindness, 
cirrhosis and mental defect. Other biochemical abnor- 
malities were a high blood sugar (galactose) level, with a 
low blood glucose level, and an abnormal output of amino 
acids in the urine. 

Dr. Lee said that the chemical abnormality might be 
explained in the following way. Galactose was utilized as 
such little or not at all by the tissue cells. It was converted 
in the liver by a series of enzymes to glucose-1-phosphate, 
and any accumulation of galactose in the blood was cor- 
rected by the kidney. In that condition there was a defi- 
ciency of the transferase enzyme which assisted in the 
conversion of galactose-1l-phosphate to glucose-1-phospate. 
That was a familial disease apparently due to a recessive 
gene defect. The galactose-1-phosphate accumulated in the 
tissues and iiterally poisoned the cells, possibly by inter- 
tering with the carbohydrate oxidation systems. It was of 
some interest in that connexion to remember that severe 
cellular liver damage might interfere with galactose con- 
version, as shown by the intravenous galactose tolerance 
test, and that might be an indication for avoiding milk in 
the diet in some cases of liver damage. 

Discussing treatment, Dr. Lee said that urgent resusci- 
tation involved the use of glucose orally or intravenously 
to combat the hypoglycemia, and of fresh blood to prevent 
bleeding. The child must be given a galactose-free diet. 
“Nutramigen” was a_ satisfactory milk substitute. The 
galactose intolerance appeared to persist throughout life. 


Dr. Lee then showed four patients to illustrate the con- 
dition. The first patient had been admitted to hospital with 
fever and vomiting; investigation revealed an enlarged liver, 
and albumin and a reducing substance in the urine. Dr. 
Lee said that there were several points of importance. The 
baby was treated as suffering from sepsis. The significance 
of the reducing substance found in his urine on the eighth 
day was not appreciated, and the urine was not tested 
again for sugar until the diagnosis of galactosemia was 
considered on the twenty-sixth day. The rapid disap- 
pearance of all signs and symptoms when galactose was 
suspended was. striking. Vomiting recurred and_ the 
reducing substance reappeared in the urine when milk was 
added to his feedings, and after a galactose tolerance test; 
that also was noteworthy. A liver biopsy on the twenty- 
eighth day showed proliferation of the portal fibrous tissue 
and bile ducts, with an acinar arrangement of the latter, 
the canaliculi being distended with bile. 

The second patient was a sister of the first patient, now 
aged four years. In her case the diagnosis was suspected 
in advance. Vomiting began on the second day. By the 
fifth day, the child was jaundiced and vomiting severely, 
and there was a firm enlargement of the liver. By the 
eighth day there was 3% reducing substance in the urine, 
which was identified as galactose. A subsequent child in the 
family was not affected. 
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The third patient was aged five and a half years. The 
possible diagnosis in that case had been suspected before 
birth, because of the mother’s history. Her previous two 
children had died, one at six weeks and one at four weeks, 
with failure to thrive and jaundice. The children had been 
born at other hospitals. Perusal of their histories showed 
that their urine had not been tested. The diagnosis in each 
case was umbilical sepsis; but examination of sections of 
their livers at autopsy had shown a similar picture to that 
in the first case quoted. The progress of the child under 
discussion was similar to that of the second patient shown, 
but more dramatic and severe. A liver biopsy on the tifth 
day revealed suggestive early changes. At that stage there 
was 4% galactose in the urine, the liver was large and firm, 
and the prothrombin time was 68 seconds (compared with 
a normal control of 23 seconds). 

Dr. Lee finally showed a child, now aged three years, who 
had made similar progress to the third child shown. There 
had been 1°8% galactose in the urine at the end of the 
second day. A subsequent child in that family was unaf- 
fected. Dr. Lee said that the patients were shown in the 
hope that awareness of the condition would lead to its more 
frequent recognition. 


Imperforate Anus. 

Dr. E. S. Stuckey discussed imperforate anus. He said 
it was important to realize that, in most cases of “imper- 
forate anus”, there was an abnormal communication between 
the rectum and the surface of the body, usually via the 
vagina or urethra. Therefore a better name for the condition 
would be congenital anal atresia or stenosis. In the female, 
the abnormal opening or fistula was often sufficiently large 
to allow relatively normal bowel actions, and consequently 
early correction might not be needed; but in the male the 
recto-urethral fistula was usually inadequate for continued 
existence without early operation. 

Dr. Stuckey said that there were four main varieties of 
anal stenosis and atresia and a classification of his own 
series of 20 cases was shown in Table I. Mild degrees of 
anal stenosis, which could be dilated by the little finger, 
were relatively common and were not included. The first 
variety was simple stenosis, which produced constipation, 
abdominal pain and visible straining at stool. It was impos- 
sible to insert the finger-tip, although the anus was at its 
normal site. It could be dilated with sounds, and thereafter 
with the finger—no other operation was required. The 
second variety was perineal ectopic anus. In the male that 
usually presented as a “covered anus”. There were a normal 
anal canal and sphincter, but they were obscured by a 
double fold of skin which covered them from behind, and a 
narrow subcutaneous tunnel led forward into the perineum. 
That tunnel was visible as a black streak and contained 
meconium. The overlying skin fold could be_ excised, 
exposing the normal anus. In the female the abnormal 
opening was in the perineum or at the vulva, and was 
usually large enough to function fairly well. It could also 
be cured by cutting away the overlying skin back to a 
normal anus, complete with sphincter. A true perineal 
imperforate anus had not been seen in his series. The 
third variety was anal atresia. In the female the abnormal 
opening was visible just inside the vagina, above the hymen, 
and was often quite an adequate one. The rectal ampulla 
was less than 1°5 centimetres from the anal dimple. In the 
male the ampulla was similarly situated, but the recto- 
urethral fistula, which was usually present, was quite 
inadequate, and early operation was needed. Those patients 
could be adequately treated by a sacro-coccygeal approach, 
through which the rectum was mobilized and the fistula 
severed prior to transplantation to the perineum through a 
small stab wound. The fourth variety was ano-rectal 
atresia or high imperforate anus. In those cases the fistu- 
lous opening was seldom adequate, even in the female. The 
opening was high in the vagina (female) or into the pros- 
tatic urethra or trigone of the bladder (male). The rectal 
ampulla was usually over an inch from the perineum. 
Nearly all patients presented for operation in the neonatal 
period. Until recently it had been usual to establish a pre- 
liminary colostomy; but it had now become practicable, if 
the baby was in good condition, to peform an abdominal 
correction in the neonatal period. The rectum and lower 
part of the sigmoid colon were mobilized from above, the 
fistula was severed and the rectum was transplanted to the 
perineum. Dr. Stuckey said that he would like to stress 
the frequency of associated anomalies in that group, 
especially in the male. They often led to death despite cor- 
rection of the rectal abnormality. One of his patients had 
recently died at the age of thirteen months after abdominal 
correction of the anomaly; post-mortem examination had 
disclosed the following additional abnormalities: (i) ectopic 
right kidney, (ii) hydronephrosis of the left kidney, (iii) 


persistent left superior vena cava, (iv) right aortic arch 
producing a vascular ring, (v) fibroelastosis of the left 
ventricle and mitral valve. Another male patient was still 
well, but had bladder-neck stenosis, left hydronephrosis due 
to stenosis of the ureter, renal calculi, mild hypospadias 
and a hemivertebra. 

Discussing prognosis, Dr. Stuckey said that none of the 
patients in the third or fourth groups had a normal 
sphincter muscle. The anus was fashioned as near as 
possible to where it ought to be, and it was important 
not to damage the levator muscles. If possible, the rectum 
was brought down in front of the pubo-rectalis.sling formed 
from the levatores ani, but it was often not easy to recog- 
nize that structure as such. 

Referring to the question whether affected children 
achieved continence, Dr. Stuckey said that Gross of Boston 
claimed good sphincter control in most cases of high atresia; 
but he himself believed that control was mainly brought 
about by voluntary contraction of the levator sling, and it 
was achieved only with increasing age and the child’s 
increasing awareness of the need to remain unsoiled. In a 
favourable case control was good except when the bowels 
were a little loose, when soiling occurred. Dr. Stuckey then 
showed three patients. The first was a girl, aged eight 
months, who was noted to have a so-called “cloaca” at birth. 
At the age of nine days, under anesthesia, the rectal 
opening was found to be high in the vagina. Five days 
later the baby underwent operative correction by the abdo- 
minal approach. The lower part of the sigmoid colon and 
the rectum were mobilized and dissected down to the pelvic 
floor where the fistula was divided. An opening was made 
from the perineum, and the rectum was pulled through and 
anastomosed easily to the anal skin. She developed severe 
abdominal wound infection and had to undergo a resuture, 
but remained well. The new anus worked well, and in due 
course was dilated regularly with the finger. Dr. Stuckey 
said that it was too early to judge whether she would be 
continent of feces, but she was growing well and had had 
no colostomy. 

The second patient was a boy, aged nine months, who had 
had a colostomy established on the first day of life for high 
anal atresia without obvious fistula. He had developed 
normally with his colostomy, and had just recently under- 
gone an abdominal correction. Operation showed that he 
had a small recto-urethral fistula, which was divided, and 
the rectum was transplanted to the perineum as in the first 
case. The new anus was still being dilated regularly with a 
finger. The patient still had his colostomy. 

Dr. Stuckey’s last patient, a girl, was now aged six years, 
and had been followed from birth with a fairly adequate 
recto-vaginal fistula above the hymen. At the age of two 
years that was corrected, because she was developing mild 
megacolon with chronic constipation, and because she was 
still incontinent of feces. The operation was a _ sacro- 
coccygeal procedure. The rectum was mobilized and the 
fistula divided and transplanted to the normal anal site. 
During healing, part of the new anus separated from skin, 
and subsequently repeated dilatations were needed for anal 
stenosis. The child’s mother had continued the dilatation 
with a finger for some months. The child was now happy 
and healthy and was usually clean; slight soiling occurred 
at times. She had achieved that state only in the past year 
or two. She had an adequate anal canal, but there was no 
obvious sphincter muscle. 


Proximal Hirschsprung’s Disease. 


Dr. E. H. GouLsTON AND Dr. F. N. Street showed a male 
patient, who had been admitted to hospital at the age of 
four weeks with a history of constipation, abdominal dis- 
tension and failure to thrive. On examination of his 
abdomen, gross distension was present with prominent 
<> “ace veins and a protruding umbilical hernia. Peristaltic 

3 were seen continually. On rectal examination the 
rectum was empty. 

A plain X-ray film showed gross distension of the proxi- 
mal part of the colon, and X-ray examination with a 
barium enema revealed a constriction at the splenic flexure 
region. Repeated bowel washouts, the administration of 
laxatives and the insertion of a rectal tube failed to decom- 
press the abdomen, and a right transverse colostomy was 
performed six days after his admission to hospital. A biopsy 
of the splenic part of the colon revealed no ganglion cells. 
Later, a rectal biopsy revealed the absence of ganglion cells, 
which, however, were found in the transverse colon in the 
region of the colostomy. 

The baby’s general condition improved greatly, the dis- 
tension disappeared, and at the age of eight months, a pull- 
through operation was performed. Examination of frozen 
sections for ganglion cells confirmed their presence at the 
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TABLE I, 
-Congenital Anal Atresia and Stenosis. 
Male Female 
Type. Subjects. Subjects. Remarks, Age at Operation. 
1. Simple stenosis at proctodeum .. +. 3 1 ae ong to dilatation by sounds, under anes- | 2 weeks to 3 months, 
2. Perineal ectopic (or imperforate) anus .. 3 3 (a) Male us (a) 1 day to 4 months. 
) Female. fistula, (6) 8 months to 2 years, 
th cured by perineal operation. 
3. Anal atresia (medium imperforate anus) 1 3 (a) Recto-urethral fistula usual. (a) 2 days. 
@) Recto-vaginal fistula usual. (b) 4 months to 9 years. 
approach sufficient. 
4, Ano-rectal atresia (high imperforate anus) 4 2 (a) Recto-vesical or urethral fistula. (a) 1 to 2 days. 
(6) High recto-vaginal fistula. (b) 4 to 9 days. 
1 Three deaths, 


centre of the transverse colon. The colostomy was taken 
down and invaginated, and the right transverse colon, 
hinged on the middle colic artery, was anastomosed to 
the anal canal. The specimen was reported to have ganglion 
cells in the proximal inch. It was interesting to note that, 
in the immediately distal part of the bowel in the funnel 
where there was well-marked muscular hypertrophy—the 
ganglion cells appeared in the submucous plexus for a short 
distance before they appeared in the intermuscular plexus. 
The level of resection was two inches above the aganglionic 
segment. Subsequently, repair of incisional hernize had been 
necessary. 

The child had progressed satisfactorily and had normal 
bowel habits. The comment was made that the case illus- 
trated a high type of Hirschsprung’s disease, and the 
essential value of biopsy examination to confirm the extent 
of the aganglionic segment. 


Patent Ductus Arteriosus in Twins. 


Dr. D. H. Conen showed female identical twins, A and 
B, aged 18 months, each of whom had a patent ductus 
arteriosus. Both parents were diabetic. The mother had 
‘chad toxemia of pregnancy, with Czsesarean section at seven 
‘months for the delivery of the twins. At birth, A weighed 
three pounds 14 ounces and B weighed three pounds 
10 ounces. A grade II to III systolic murmur was noted 
‘soon after their birth, which had persisted, and had 
4Meveloped into a typical continuous murmur in each case 
at the age of 10 months. The twins thrived well at first, 
but from the age of five months A remained heavier than 
B, who was also much less active than her sister until her 
patent duct was ligated at the age of 14 months. From that 
time she gained rapidly and put on five pounds in the next 
two months, becoming obviously more active, and easily 
outstripping her twin. A had her duct ligated at 16 months, 
after which she steadily made up lost ground, and at 20 
months both children weighed 28 pounds and were normal 
in all respects. 

Dr. Cohen said that it had been his experience that the 
-optimal time for ligation of the uncomplicated patent ductus 
was between two and three years of age. At that age, 
thoracotomy caused much less upset to the child than later 
in childhood and convalescene was both smoother and more 
rapid. There was no interference with schooling, and it 
-appeared that the psychic trauma to the child was appre- 
-ciably less at that age. The operation was technically easier 
to perform, and in that clinic, it was performed through 


an axillary incision which, up to the age of four and five 
years, gave very adequate access to the ductus. Above that 


.age the standard lateral thoracotomy was employed. Par- 


ticularly in girls that was quite a consideration, as the 
cosmetic result of the axillary approach was much superior. 


In the cases under discussion, operation had been carried 


-out earlier, as symptoms and signs suggested that the ducts 
were large. In such cases operative interference should be 


prompt, and on several occasions it had been carried out in 
early infancy with gratifying results. 4 


Hzemophilia with Heemarthrosis. 


Dr. S. E. L. STentne said that, in presenting the story 
-of a small boy, aged five years, a sufferer from hzmophilia, 
his object was to draw attention to the tragedies that that 
disorder caused, and to illustrate the pediatricians’ helpless- 
mess in preventing or even controlling some of the manifes- 
‘tations of that disorder of coagulation. The child had been 

first admitted to hospital in August, 1953, at the age of 


17 months, with hemorrhage from his tongue. That had 
followed a fall, in which a tooth penetrated the tongue. 
The child was given a blood transfusion. Then, at leisure, 
it was discovered that the maternal grandmother bruised 
easily, that there were two sisters and one brother who 
had no evidence of bleeding trouble, and that there was no 
other evidence of hemorrhagic tendency in the family tree. 
The patient himself had bruised easily from the age of 
10 months. The coagulation time (Lee White) was nine 
minutes. Prothrombin consumption was grossly deficient; 
that, in the absence of thrombocytopenia, suggested the 
diagnosis of hzmophilia. 

The child’s second admission to hospital was at the age 
of 20 months, in November, 1953. After another simple fall, 
onto the right side of his face, he had sustained bleeding in 
the upper gum on the right side and a hematoma of the 
right cheek. No transfusion was given. The coagulation 
time was one and a half hours. The estimation of recal- 
cification times on the patient’s plasma mixed with alumina 
plasma and with normal serum showed that the coagulation 
defect appeared to be due to lack of antihemophilic 
globulin. A diagnosis of hemophilia was made. 

The child was again readmitted to hospital at the age 
of three and a half years, in June, 1955, having been hit on 
the calf with a piece of wood by another little boy. He 
suffered a large hematoma of the right calf and multiple 
bruises. No transfusion was given. 

On the fourth admission he was aged three years and nine 
months; that was in July, 1955. After a simple fall, the 
small superficial laceration of the right temporal region bled 
for a short time and stopped. A scab formed, which he 
scratched off, the result being copious bleeding for days. 
He was not given a blood transfusion. The coagulation 
time (venous) was more than four and a half hours. A 
thromboplastin generation test indicated that the deficiency 
was due to hemophilia, not to Christmas disease. 

On his fifth admission to hospital in October, 1955, the 
boy was aged three years and 10 months. There was recur- 
rence of bleeding from the right temporal wound. He had 
been scratching the scar. His hemoglobin value was 
60 grammes per centum, and he was given a blood trans- 
fusion. 

The last admission to hospital was in April, 1957, when the 
child was aged five years. On that occasion he had been 
pushed by another boy and had injured his right knee and 
leg. That had happened one month previously. The right 
knee became very swollen and painful. The swelling and 
tenderness of his right knee were confirmed on his admis- 
sion, when it was noted that the range of movement in 
the joint was about 15°, and that there was already some 
flexion deformity. The diagnosis of hemophilia with hzmar- 
throsis and commencing arthrodesis was made. On the 


advice that the only treatment was to allow the joint to. 


arthrodese in the position of election, it was decided, with 
the consent of the parents, to attempt resolution of the 
blood by the intraarticular injection of ‘“Varidase”’ and 
hyalouronidase. That was done on April 16, with alarming 
results. The child’s temperature rose to high levels, he 

became gravely ill with a septicemia-like condition, and 
the joint swelling increased in size. No proof of infection 
was found, the temperature gradually settled, and the knee 
gradually lost its gross swelling. The joint was now stiff, 
and in the position of election. Dr. Stening pointed out that 
at the age of five years the boy was condemned for the 
rest of his life to have a stiff right leg and to be crippled. 
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Mut of the ast. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


THE INTERCOLONIAL MEDICAL CONGRESS IN 
MELBOURNE. 


{From the Australasian Medical Gazette, January, 1889.] 


THE second session of the Australasian Medical Congress 
commenced its sitting at Melbourne in the University 
buildings on January 7th, 1889, when the proceedings were 
opened by the delivery by His Excellency Sir Henry Loch, 
Governor of Victoria, of a sympathetic speech. The visitors 
were then cordially welcomed by the Hon. D. Gillies, Premier 
of Victoria, and the President, Mr. T. N. Fitzgerald, delivered 
his address which was well worthy of the occasion and 
embodied many practical suggestions, not only as to the 
special work of the Congress but for the furtherance of the 
public well being of these colonies in matters of health and 
medical practice. The addresses by the presidents of the 
various sections were delivered day by day, it being thought 
better to distribute such important utterances through the 
whole session, than to perhaps surfeit the members by 
crowding too much important matter for earnest thought 
into the earlier days. By this arrangement also, it was 
possible for them to be heard by all the members, as they 
could not have been, had two or more been given simul- 
taneously. Where all were so excellent it would be invidious 
to make comparisons, but the address of Dr. H. N. McLaurin, 
President of the Board of Health in New South Wales, in 
the Section of Hygiene, in which he compared the causes of 
mortality in the various colonies, and that of Dr. Manning, 
Inspector-General of the Insane, in the same colony, on 
Psychological Medicine were, perhaps, of greater public 
interest to the lay community. With so short a time and so 
little space at our disposal, it is impossible to do more than 
generalise in this number, but we hope to return to the 
subject of the addresses in future issues. We cannot how- 
ever omit calling attention to the gratification which was 
expressed at the interest taken by the veteran scientist 
Baron Sir Ferd. von Mueller who presided over the Section 
of Pharmacology. The subject of hydatids was very fully 
discussed, and eminently useful statistics, experiences, and 
opinions on the treatment of this malady were brought 
forward by members. Sanitation was a very prominent sub- 
ject and special resolutions were adopted by the full con- 
gress on the last day of its sitting pressing the necessity 
for reform in sanitary procedures on the various Govern- 
ments. We believe that the unselfish work which has been 


’ done by the medical profession at this assembly of its mem- 


bers is appreciated by the public and that its recommenda- 
tions will receive the support they demand. 


Correspondence. 


THE PATIENT, THE SURGEON AND THE 
ANAESTHETIST. 


Sir: This letter poses the question: “What should be the 
aneesthetist’s response when he is asked to give an anzs- 
thetic to a desperately ill patient who, in the opinion of 
his surgeon, may possibly be saved by operation, but who, 
he thinks, is sure to die if operation is withheld?” 


I say, without qualification, that the anesthetist has a 
moral obligation to give an anesthetic; it is his business to 
select the most suitable anesthetic and technique of 
administration consistent with the surgical requirements. 
It is irrelevant to talk about risks in the circumstances 
postulated; the surgeon, being in charge of the patient, 
knows the risks better than the anesthetist, who may be 
seeing the patient for the first time and then only for a 
relatively short period. Usually, too, the patient, unless he 


1From the original in the Mitchell Library, Sydney. 


is moribund or unimaginative, realizes his danger. It is 
clear to everyone that the patient may die under the 
anesthetic, though probably, these days, not of the anes- 
thetic; this is a risk that must be faced and accepted. Why 
do some aneesthetists refuse their services in these circum- 
stances? From observation and inquiry I have garnered 
some of the reasons: 


1. He does not think that he can conduct the anesthetic 
safely, that is, he thinks that the patient will die, not of 


his disease or of the operation, but of the anesthetic. 


2. He fears a death on the table, for which he is unwilling 
to accept any responsibility. The dread of a coronial inquiry 
has been given as a reason on occasions. 


3. He questions the surgeon’s judgement that operation is 
necessary. If the surgeon concerned is well trained and 
experienced, the angsthetist’s opinion is impertinent unless 
he can produce evidence that the surgeon’s assessment is 
wrong. 


4. One anesthetist told me that he thought the patient 
was seeking euthanasia and that he would not be a party 
to it. On questioning he admitted that this was only an 
“impression”. 

There are probably many other reasons, and I hope that 
this communication will provoke some answers; but let 
them be objective and impersonal. I must add that my 
criticisms are directed to the specialists in anesthesia; the 
occasional anesthetist, like the occasional surgeon, should 
avoid the type of case under discussion unless circumstances 
force his hand. 


It is fruitless to say that “every case must be judged on 
its merits”. There must be some guiding principles, and 
these can probably be best worked out by the Royal Colleges 
of Surgeons with their associated Faculties of Anssthetists, 
or by the Sections of Surgery and Anesthesia of the British 
Medical Association. I suggest that one principle that must 
be accepted is that it is the surgeon who is in charge of the 
patient and therefore has the casting vote: 


1. The surgeon has full responsibility because the patient 
is his, not the anesthetist’s; even the physician, who may 
have originally sent the patient to the surgeon, temporarily 
relinquishes responsibility. The surgeon may already have 
had this responsibility for weeks by the time the anesthetist 
comes along to make a relatively cursory survey. 


2. The surgeon is the senior member, irrespective of age. 
I imagine that the surgeon and the anesthetist stand in the 
same relationship to each other as the captain of a ship 
to the chief engineer. 


It may be said that the question raised is superfluous 
because no specialist anzsthetist would refuse his services 
in the circumstances described. Unfortunately this is not 
so, as these two case records demonstrate. 


Case |. 


A girl, aged 21 years, was admitted to hospital because a 
hydatid cyst of the lung had ruptured into a bronchus and 
into the pleural cavity. He plight was desperate as a result 
of tension pneumothorax and pyogenic infection of the lung 
and pleura. The surgeon and a chest physician both agreed 
that operation was imperative and urgent. General anzs- 
thesia was indicated (i) because adequate operation would 
involve an open pneumothorax, (ii) because the lungs needed 
repeated aspiration to cope with the secretions,and to main- 
tain full ventilation and oxygenation, and (iii) because it 
was essential to have the lungs fully expanded at the end 
of the operation. Despite these obvious indications, the 
specialist anesthetist refused to give a general anesthetic, 
and the surgeon had to do the best he could with local 
anesthesia. The girl nearly died on the table, but recovered 
in the end, after a series of operations that might have been 
avoided if she, and the surgeon, had been vouchsafed proper 
aneesthetic services in the first place. The anesthetist 
sought to justify his decision by the fact that the patient 
recovered; but she did so in spite of his inaction, not because 
of it. It is well known that a patient with a collapsed lung 
and anoxia will almost always improve as soon as intra- 
tracheal anesthesia and oxygenation are established, and be 
in better condition at the end of the operation than if local 
anesthesia only is used. 


Case Il. 


A man, aged 64 years, with hypertension and exertional 
dyspneea, presented with a well-defined, symptomless shadow 
in the apex of the right lower lobe. At operation a frozen 
section confirmed the suspicion of carcinoma, and a seg- 
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mental resection only was done. The rest of the lower lobe 
became infected and a small empyema developed, for which 
drainage was provided. Several weeks later a small secon- 
dary hemorrhage occurred. It is a sound surgical principle 
that secondary hzmorrhage must be stopped at its source 
and the preliminary warning bleeding must not be ignored. 
For this adequate reason, operation was proposed. At this 
stage the patient’s condition was indeed poor, but by no 
means hopeless, provided that the bleeding could be stopped. 
Anesthetist A refused his services, even after the surgical 
implications were emphasized; he thought that the patient 
would die of the anesthetic. Anesthetist B also refused 
because A, who was his senior, had refused. Anesthetist C 
refused because he thought the patient would die anyhow. 
The surgeon based his decision on careful observation of his 
patient and on general surgical principles; the anesthetists 
came to their decision after one brief visit. Eight days later 
the patient died of a massive secondary hemorrhage. 
Yours, etc., 
M. P. SuSMAN. 


185 Macquarie Street, 
Sydney, 
December 3, 1957. 


ANZESTHETIC AND ALLIED CONSIDERATIONS IN 
RELATION TO CHILDREN’S ORTHOPASDIC 
OPERATIONS. 


Sir: I regret the delay in replying to Dr. Margaret 
Patterson’s letter published in THE MeEpICAL JOURNAL OF 
AUSTRALIA of November 9, 1957, but I have been away, and 
not receiving journals. 

The point mentioned, namely, the effect of injection of 
1/250,000 adrenaline solution during trichlorethylene anzs- 
thesia, involves important fundamental questions. I would 
like to quote the work of D. T. Watts,) who has shown in 
rabbits and dogs that the right heart, or inferior vena caval 
blood (plasma) adrenaline content, which is under five milli- 
microgrammes per millilitre before an anesthetic, is con- 
sistently raised during a general anesthetic (ether in their 
experiments), particularly in the presence of  sub- 
oxygenation, carbon dioxide accumulation or over-dosage. 
When cardiac failure was induced by over-dosage, the 
adrenaline level reached the high average of 74:3 milli- 
microgrammes per millilitre. 

One may say then that all general anesthetic agents must 
be compatible with those amounts of adrenaline which may 
be produced by the body. To what extent injected adrenaline 
raises the blood level of adrenaline I do not know, nor do 
I know the critical level of blood adrenaline at which it 
becomes harmful to the heart in the presence of trichlor- 
ethylene. If a physiologist or pharmacologist reading this 
letter could supply the figures, I would be most obliged, 
because they are of great importance in this matter. 


In those operations in which a large volume of relatively 
strong adrenaline solution is injected, a blood pressure rise 
of about 15 minutes’ duration occurs within five minutes of 
the injection. One would imagine that following the 
adrenaline injection the blood level would rise rapidly to a 
peak, thereafter to fall a little more slowly, corresponding 
to the blood pressure changes. 

Based on these circumstances, my procedure includes the 
following points. The depth of anezsthesia is kept as light 
as possible, while sub-oxygenation and hypercarbia are 
avoided (to minimize the release of endogenous adrenaline). 
The adrenaline solution is carefully prepared to avoid 
mistakes of concentration (an important point, since a large 
proportion of mishaps in the past have been caused by the 
unintentional injection of solutions of incorrect strength), 
and the smallest effective volume injected (average about 
15 to 20 millilitres). During the injection and for ten minutes 
afterwards, the trichlorethylene is turned off. 

The wholly “safe’’ procedure in anesthetic practice does 
not exist, but I do not believe that the injection of this small 
amount of adrenaline (about 60 microgrammes) in dilute 
solution adds significantly to the anesthetic risk, while it is 
of undoubted value in reducing hemorrhage. 

Yours, etc., 
W. H. J. Core. 

Melbourne, 

December 8, 1957. 


1J. Pharmacol. & Exper. Therap., 1955, 114: 203. 


Mhituatp. 


WALTER GILMOUR. 


We are indebted to Dr. Douglas Robb for the following 
appreciation of Dr. Walter Gilmour, C.B.E., M.D. (Glasgow). 

Dr. Walter Gilmour died in Auckland on November 16, 
1957, at the age of 71 years, after a long illness. He had 
been Pathologist and Chief of Laboratory Services in 
Auckland from 1920 to 1947, after which he entered private 
practice as a pathologist. 

He graduated from the University of Glasgow with first 
class honours in 1912, and in 1915 joined the Royal Army 
Medical Corps and served in Italy, Salonika and Malta. 
His early mentors and associates included Robert Muir and 
Matthew Stewart. 


As the first trained pathologist to come to Auckland, he 
quickly made a substantial mark, not only in his own field, 
but in the general medical life of the community. Under 
his direction the laboratory services developed greatly in 
volume and range. He himself remained a general patholo- 
gist, with particular interest in morbid anatomy and in the 
work of the British Empire Cancer Campaign Society. He 
also did a great deal of medico-legal work, participating in 
several notable poisoning and other murder trials. He also 
acted for some years as pathologist to the Zoo, and helped 
in the care of the animals, adding some interesting specimens 
to his collection in the process. He played a considerable 
part in the foundation of the Branch Medical Faculty in 
Auckland, looking after the final year students as its Sub- 
Dean. He examined in pathology and bacteriology at the © 
University of Otago over a number of years. 


Walter Gilmour was a somewhat reticent Scot, but one 
whose natural good humour and good companionship were 
always there, coming more to the surface as the years went 
by. His work was meticulous and thorough, and his opinions 
were’ well thought out. He was a central figure in-the 
medical life of Auckland for 25 years, and after that his old 
and new associates sought him out for professional opinions 
and for the sake of his company. He is survived by his 
second wife and third son, his two older sons, Dr. Lewis 
Gilmour and Angus Gilmour, having been lost in the war. 
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Che THorld Wedical Association. 


ELEVENTH GENERAL ASSEMBLY. 


Election of Officers. 


AT its eleventh General Assembly held in Istanbul, 
Turkey, from September 29 to October 5, 1957, The World 
Medical Association elected the following officers: President 
(1957-1958): Dr. Ahmet Rasim Onat (Turkey). President- 
Elect (1957-1958): Dr. Charles Jacobsen (Denmark). Mem- 
bers of Council (1957-1960): Dr. A. Fernandez Conde (Cuba), 
Dr. E. S. Hamilton (U.S.A.), Dr. L. R. Mallen (Australia), 
Dr. Otto Rasmussen (Denmark). 


The Council of The World Medical Association elected the 


sae an officers for the coming year: Chairman of Council: 
Dr. Lorenzo Garcia Tornel (Spain). Vice-Chairman of 


Council: Dr. L. R. Mallen (Australia). H«ecutive Editor, 
“World Medical Journal”: Dr. Austin Smith (U.S.A.). Asso- 
ciate Editor, “World Medical Journal’: Dr. Stanley S. B. 


The officers of committees for 1957-1958 
include the following: International Liaison: Dr. Jean 
Maystre (Switzerland), Chairman. Medical Education: Dr. 
L. A. Hulst (Netherlands), Chairman. Medical Ethics: Dr. 
P. Glorieux (Belgium), Chairman. Miscellaneous Business: 
Dr. Otto Rasmussen (Denmark), Chairman. Planning and 
Finance: Dr. T. C. Routley (Canada), Chairman. Socio- 
Medical Affairs: Dr. Dag Knutson (Sweden), Chairman; Dr. 
Rolf Schloegell (Germany), Secretary. 


The Council appointed the following: Regional Secretaries: 
Asia, Dr. S. C. Sen (India); Australasia, Dr. John G. Hunter 
(Australia); Europe and Africa, Dr. M. Poumailloux 
(France); Latin America, Dr. Hector Rodriguez H. (Chile). 
Liaison Officers: Dr. Jean Maystre (Switzerland), Dr. P. 
Glorieux (Belgium), Dr. V. A. Fenger (Denmark). 


Gilder (Canada). 


Resolutions Adopted. 


The eleventh General Assembly recorded its profound 
shock at the allegations brought before it with reference 
to recent events affecting the medical profession in Cuba. 


The General Assembly reiterated the principles contained 
in its Declaration of Geneva and its Regulations governing 
the activities of doctors during armed conflict—namely, that 
doctors must give their first consideration to the health 
of their patients, that they must not allow reasons of 
religion, nationality, race, party politics or social standing 
to intervene between them and their duty to their patients, 
that they must practise inviolable secrecy on whatever is 
confided in them by their patients, and that these principles 
should be recognized and observed by all governments. .No 
doctor should ever suffer any penalty because he has 
rendered aid to the sick and wounded. 


It was recorded that The World Medical Association lent 
its full moral support to the doctors of Cuba in their efforts 
to adhere to these basic humanitanian principles. The 
General Assembly directed the Council to obtain further 
information and if possible evidence of specific violation of 
these principles, to draft a statement on the subject for all 
national medical associations, and to keep them informed 
from time to time of developments pertaining to the freedom 
of doctors to practise their humanitarian activities in the 
Republic of Cuba. It directed the Secretary-General to 
arrange for a committee to visit Cuba with full authority 
to conduct an on-the-spot investigation, and directed that all 
information received be transmitted to the United Nations 
with a request that this organization be invited to conduct 
its own investigation as to the allegations. 


jNotice. 


ANNUAL CRICKET MATCH BETWEEN DOCTORS 
AND DENTISTS. 


THD annual cricket match between members of the New 
South Wales Branch of the British Medical Association and 
members of the New South Wales Branch of the Australian 
Dental Association will be played on the Sydney Cricket 
Ground No. 2 on February 19, 1958. Any members desirous 
of taking part in this match should communicate with Dr. 


J. Raftos, 217 Macquarie Street, Sydney. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED DECEMBER 7, 1957.* 


New Australian 
Disease. South Victoria. Queensland. South Western Tasmania. Northern Te ital Australia. 
Wales. Australia. | Australia. Territory. tory. 

Acute Rheumatism ..  .. 1(1) 2 1a) 
d ee oe oe oe oe oe oe oe 
Diarrhea (Infantile) 3(1) 7(6) 4(1) 1 1 16 
Dy: seni ee oe 

Infective _— oa 54(19) 18(16) 12(1) 4(4) 50(1) 1 1 140 

Poliomyelitis .. 1 ee 1 

Rubella 65(53) 5(4) 2549 56(58) 153 

Scarlet Fever .. 43(8) 24(21) 3(1) 21 “4(4) 46 

Tuberculosis .. se oie 32(8) 15(11) 138(4) 1(1) 8(5) 6(3) 1 1 77 


1 Figures in parentheses are those for the metropolitan area. 
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Bedical Prizes. 


DAVID ANDERSON-BERRY PRIZE. 


A Davip ANDERSON-BERRY SILVER-GILT MEDAL, together with 
a sum of money amounting to not less than £100, will be 
awarded in 1958 by the Council of the Royal Society of 
Edinburgh. The prize will be awarded for recent work on 
the effects of X rays and other forms of radiation on living 
tissues. Published work will be taken into consideration if 
submitted to the Society with the application. In addition 
to direct application for the prize, proposals may be made 
on behalf of others. : 

Applications and proposals must be in the hands of the 
General Secretary, Royal Society of Edinburgh, 22-24 George 
Street, Edinburgh, 2, Scotland, not later than March 31, 1958. 


Wedical JOractice. 


POLICE OFFENCES (AMENDMENT) ACT, 1908, AS 
AMENDED, OF NEW SOUTH WALES. 


PROCLAMATION. 


(i.s.) E. W. Woopwarp, Governor. 


I, LigsuTENANT-GENERAL ERIC WINSLOW WoopwarpD, Com- 
panion of the Most Honorable Order of the Bath, Commander 
of the Most. Excellent Order of the British Empire, Com- 
panion of the Distinguished Service Order, Governor of the 
State of New South Wales and its Dependencies in the 
Commonwealth of Australia, with the advice of the 
Executive Council, do, by this my Proclamation, declare that 
Part VI of the Police Offences (Amendment) Act, 1908, as 
amended, shall apply to 

d 

its salts, and any preparation, admixture, extract or 
other substance, containing not less than one-fifth 
per centum of d-2,2-diphenyl-3-methyl-4-morpholino- 
butyryl-pyrrolidine, 


in the same manner as it applies to the drugs mentioned in 
— (a) of subsection (2) of section 18 of the said 
ct. 


I hereby order that this, my Proclamation, shall take 
effect on and from Friday, 14th February, 1958. 


Signed and sealed at Sydney, this twenty-seventh day of 
November, one thousand nine hundred and fifty-seven. 


By His Excellency’s Command. A 
C. A. KELLY. 


GOD SAVE THE QUEEN! 


Corrigendum. 


In the paper entitled “Osteoarthritis with Emphasis on 
the Treatment of the Knee Joint”, by T. W. Burgess, pub- 
lished in the issue of December 7, 1957, three lines have 
been printed in the wrong place on page 817. In the second 
column on that page, at the end of the paragraph under 
the side heading “Techniqua’, the following sentence appears: 
“Treatment is also applied to the paravertebral area from 
the twelfth thoracic to the third lumbar level.” This sentence 
should be at the end of the section under the heading 
“Ultrasonic Therapy”. We apologize to Dr. Burgess for 
this error. 


Research. 


NUFFIELD FOUNDATION AUSTRALIAN ADVISORY 
COMMITTEE. 


THE Chairman of the Nuffield Foundation Australian 
Advisory Committee, Mr. Colin Syme, has announced that 
Nuffield Dominion Travelling Fellowships in Medicine for 
1958 have been awarded to Dr. Cameron William Baird, of 
Melbourne, and Dr. William Ellis Stehbens, of Sydney. 


MWedical Appointments. 


Dr. D. W. Shepherd has been appointed Honorary Clinical 
— to the Medical Section of the Royal Adelaide 
Hosp: 


Deaths. 


TuE following death has been announced: 


SHEBHAN.—William Beverley James Sheehan, on December 
15, 1957, at Coogee, New South Wales. 


Diarp for the Wonth. 


1958. 
Jan. 6.—New South Walés Branch, B.M.A.: Executive and 
Finance Committee. 
Jan. 7.—New South Wales Branch, B.M.A.: Council Meeting. 
JAN. 10.—Tasmanian Branch, B.M.A.: Branch Council. 


Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New Scuth Wales. Anti-Tuberculosis Association of New 
South Wales. 

Queensland Branch (Honorary Secretary, 88 ’Es' e 
Terrace, Kelvin Grove, Brisbane, W.1): All applicants for 
Queensland State Government Insurance Office positions 
are advised to communicate with the Honorary dearvtary 
of the Branch before accepting posts. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 


Editorial Motices. 


ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully checked. 
In a reference the following information should be given: 
surname of author, initials of author, year, full title of article, 
name of journal, volume, number of first page of the article. 
The abbreviations used for the titles of journals are those 
adopted by the Quarterly Cumulative Index Medicus. If a 
reference is made to an abstract of a paper, the name of the 
original journal, together with that of the journal in which the 
abstract has appeared, should be given with full date in each 
instance. 

Authors who are not accustomed to preparing drawings or 
photographic prints for reproduction. are invited to seek the 
advice of the Editor. 

Original articles forwarded for publication are understood to 
be offered to THE MEDICAL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. R 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 


New South Wales, without delay, of any irregularity in the. 


delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of ns unless such notification is received within one 
mon 


SUBSCRIPTION RatTes.—Medical students and others not 
receiving THB MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate is £5 per annum 
within Australia and the British Commonwealth of Nations, 
and £6 per annum within America and foreign countries, 
payable in advance. 
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A full range of Insulins is available . . . 


Insulin preparations issued by the Commonwealth Serum Labora- 
tories constitute an adequate series permitting effective control 


of most cases of diabetes mellitus. 


“C.S.L.” INSULIN (SPECIAL P.) 

(P.B.A. Item No. 73) 
Prepared from the pancreatic glands of pigs 
for the treatment of patients showing hyper- 
sensitivity to beef insulin. 


“C.S.L.” PROTAMINE ZINC INSULIN 
(P.B.A. Item No. 74) 


A long acting insulin prepared from pure 
protamine sulphate and crystalline insulin, 
duration of action approximately 24-28 hours. 


MIXING OF INSULINS 


“C.S.L.” ISOPHANE INSULIN (N.P.H.) 
(P.B.A. Item No. 72) 
Contains less protamine and zinc than does 
Protamine Zinc Insulin and has an action 
intermediate between that of insulin (Regu- 
lar) and Protamine Zinc Insulin, duration of 
action, 16-20 hours. 


“C.S.L.” INSULIN (REGULAR) 
(P.B.A. Item No. 70) 


A quick acting crystalline insulin, duration 
of action approximately 6-8 hours. 


Regular Insulin and Isophane Insulin can be mixed freely with each other in all concentrations. Such 
mixtures permit early action combined with sustained action for about 24 hours. These mixtures are 
to be preferred to mixtures of Regular and P.Z.I. when the exact ratio of rapid action to delayed action 


cannot be determined. 


COMMONWEALTH SERUM LABORATORIES 
PARKVILLE, N.2, VICTORIA 


Specify “C.S.L.” when prescribing 


SL181 


Registered at the G.P.O., Sydney, for transmission by post as a newspaper. 
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4 years 
still 
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for 
BACITRACIN and NEOMYCIN 
topical ano 


POLYMYXIN B-SULFATE 


application 


1 
ANTI-BACTERIAL RANGE: | 
GRAM POSITIVE GRAM NEGATIVE 
als 
BACITRACIN 
REOMYCIN 
POLYMYXIN 
NEOTRACIN 
* Effective in majority of cases 
Neotracin Ointment offers topical application without sensitising patients 
to those antibiotics used systemically for more serious diseases. 
> Further literature and information on request from the manufacturers: 
INTM OPHTHALM 
? OINTMENT ANDREWS LABORATORIES 
available in + H 
oz., + oz., and : available in % oz. PTY. LT D. 
1 oz. tubes. : tubes with applicator 18 HAMILTON STREET, SYDNEY 
tip. 
es MANUFACTURERS OF DRUGS AND FINE CHEMICALS 


AL..67A.FP 


{ 
| 
q 
r 
: 
| 
| of 
3 
| 
. 


957 


DECEMBER 28, 1957 THE MEDICAL JOURNAL OF AUSTRALIA ADVERTISER 


rs: 


Ls 


HYPNOSIS 
THAT KILLS... 


A deadly ailment is on the loose. No 
medical dictionary lists it, but each year 
it claims scores of Australian lives. 


The illness: highway hypnosis. First 
symptom: a feeling of drowsiness as the 
straight road stretches ahead, the engine 
hums monotonously, and the driving 
cabin grows comfortably warm. In this 
semi-hypnotic state, a driver can fall 
asleep at the wheel. 


511/c. 


There are many such theories about 
road accidents, but one thing is sure: 
one of the first essentials to prevent 
accidents is ‘a safe vehicle. And that’s 
where SHELL service comes in. People 
who rely on their cars know they can 
place trust in Shellubrication. Every 
time you visit a Shell garage for an “oil 
and grease”, trained mechanics will 
check your car for safety and efficiency. 


SHELL service is reliable service. 


SHELL serves Australia... 
YOU CAN BE SURE OF 
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| Clinical experience has shown ENTACYL Tablets and Suspension to *ENTACYL’ TABLETS 
be highly satisfactory from all points of view. each containing 300mg. piperazine 

Complete eradication of threadworms and roundworms is obtained adipate. Bottles of 25, 100 and 500 tablets 


without the use of an enema. 


Their administration will not give rise to nausea or other side effects 
*‘ENTACYL’ SUSPENSION 


even in very young children. . 
: ontaining in each teaspoonful 600 mg. 
AGE course of treatment piperazine adipate. Bottles of 50 ml. 
TABLETS SUSPENSION TABLETS SUSPENSION (2 fl. oz.), 225 ml. (8 fl. 0z.). 
Under 2 yrs. 2 daily 1 teaspoonful 14 1 fl. oz. ; 
2 yrs. to 6 yrs. 4 daily 2 teaspoonfuls 28 2 fl. oz. 

6 yrs. and over 6 daily 3 teaspoonfuls 42 3 fi. oz. Fully descriptive literature and pads of instruction 


leaflets f tients undergoing treatment with 
This daily dosage should be administered for seven days. It may be necessary to 


repeat this treatment after an interval of seven days in threadworm infestation Entacyl for threadworm infestation are available 
and after an interval of three weeks in roundworm infestation. on request. 


THE BRITISH DRUG HOUSES (AUSTRALIA, PTY.) LTD. 
250 Pitt Street SYDNEY 
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(Deserpidine, Abbott) 


HARMONYL, a new Rauwolfia derivative 
has exhibited significantly fewer and 
milder side effects in comparative studies 
with reserpine in more than two years 

of clinical evaluation. This, while demon- 
strating effectiveness comparable to the 
most potent forms of rauwolfia. 


HARMONYL causes less mental and 
physical depression. Also, there are very 
few reports of the lethargy seen with many 
other rauwolfia preparations. The desired 
degree of potency, plus the mildness of 

the few side effects reported, suggests 

aie HARMONYL as a drug of choice in 

lets. conditions ranging from mild anxiety to 
major mental illness and in hypertension. 


HARMONYL is available as 0:25 mg. 
fon: tablets in bottles of 100. (List No. 6906.) 


) ml. 


Write for full professional literature and 
free starter sample. 


(Bott 


with 
-“ ABBOTT LABORATORIES PTY. LTD. 
Box 3698, G.P.0., Sydney 
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an effective answer / to itching 


and pain 


“The high anesthetic potency of dimethisoquin makes it of 
unique value as an antipruritic for the relief of itching and 
pain...’ The Pharmacological Basis of Therapeutics 
(7955). 2nd ed. New York: The Macmillan Company, p. 370. 


After developing and screening hundreds of anaesthetic compounds for 
potency and safety, SKF isolated dimethisoquin hydrochloride—‘ Quotane’, 
This remarkable surface anaesthetic has these advantages : 
1. Rapid and long-lasting relief of itching and pain. 
2. Low sensitization index. ‘Quotane’ is not related to 
the highly sensitizing ‘caine’ group. 
3. Smooth, white, non-staining and non-greasy. 


QUOTANE OINTMENT 
@ Smith Kline C> French Laboratories (svstrausa) Ltd 


Corner Denison & Spring Streets, N. Sydney, N.S.W. 
‘Quotane’ is a trade mark 
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TRADE MARK 


in the treatment of 


In the treatment of gaping abdominal 
wounds or after laparotomy, where fre- 
quent change of dressing is required, the 
following appliance may be used. - 

Four short pieces of Elastoplast, cut from 
a 3-in. Bandage are placed in pairs, side 
by side, adhesive uppermost. Two 7-in. 
rods are placed across the ends of each 
pair and the Elastoplast folded over them 


Abdominal Wounds 
and back on to itself to hold the rods 


firmly in position and to render a portion 
of the dressing non-adhesive. 

The rods are then placed about four 

inches apart over the dressing of the 

wound and the Elastoplast strips adhered 

as far round the body as they will go. 

The dressing is completed by bringing the 

rods together and securing their ends with 

rubber bands. 

Dressings may be changed easily 

and with minimum dis- 

comfort to the 

patient. 


TRADE MARK 


ELASTIC ADHESIVE BANDAGES 


A SMITH & NEPHEW LID., HULL, ENGLAND 


Illustrated and descriptive literature may be obtained on request from Smith & Nephew 
(Aust.) Pty. Ltd., Sydney, or the distributors, D.H.A. and Surgical Houses throughout 


Australia and New Zealand, Z089. 
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Chemotherapy 


RHEUMATOID ARTHRITIS 


Long-term studies in Canada and else- 
where have shown that the antimalarial 
ARALEN phosphate produced major 
improvement in 72% of 294 cases of 
rheumatoid arthritis. Aralen was often 
successful where other agents failed. 
Remissions often persisted for many 
months after therapy had been dis- 
continued. 


JOINT EFFECTS: 


Pain and tenderness relieved. Mobility 
increased. Swellings diminished or dis- 
appeared. Muscle strength improved. 
Rheumatic nodules often disappeared. 
Even severe or advanced deformity 
improved. Active inflammatory pro- 
cess usually subsided and joint effusion 
diminished. 


GENERAL EFFECTS 


Patients felt and looked better. 
Exercise tolerance increased. Walking 
speed and hand grip improved. 


Trade Mark 


LABORATORY EFFECTS: 


E.S.R. often fell slowly and haemo- 
globin level rose gradually. 


| ANALGESICS AND STEROIDS: 


Requirements usually reduced or 
eliminated. 


Dosage: Aralen is cumulative in action 
and requires 4-12 weeks of administra- 
tion before therapeutic effects become 
apparent. The usual dose is 250 mg. 
daily. If side effects appear, withdraw 
Aralen for several days until they 
subside. Reinstate treatment with 125 
mg. daily and, if well tolerated, increase 
to 250 mg. If medication is withdrawn, 
a relapse, if it occurs, will usually be 
manifest within 3 to 12 months. Re- 
sumption of therapy, as above, is 
generally again effective. 


How Supplied: Aralen tablets 250 mg. 
bottles of 100 and 1000. 


* A Pharmaceutical Benefit (N.H.S.) 


BAYER 


TBARS MABE 


Brand of CHLOROQUINE PHOSPHATE 


BAYER PHARMA PTY. LTD. 56 YOUNG STREET, SYDNEY 


7 


ox 


PENTOXYLON 


COMPREHENSIVE THERAPY FOR ANGINA PECTORIS 


¢ Prevents coronary spasm 


¢ Averts attacks 


¢ Dispels fear 


PENTOXYLON 


It is recognised that complete angina 


% reduces nitro-glycerin therapy should not only relieve the 
requirements. coronary spasm, but should help to 
prevent attacks. This has been accom- 

% reduces severity of plished by ‘ Pentoxylon’ to a considerable 
attacks. degree. ‘Pentoxylon’ combines the 

incidence agents — ‘Rauwiloid’ an Ek Ne 

* — of ‘Rauwiloid’, an alkaloidal extract of 


Rauwolfia_serpentina, has bradycardic, 


tranquillising and stress- relieving 
reduces tachycardia. properties, and, the patient 
. emotionally. P.E.T.N. produces a long- 
% reduces anxiety, sustained dilatation of the coronary 
allays apprehension. blood vessels, so improving the circu- 
lation to the myocardium, reducing the 

% reduces blood- severity of attacks when they occur. 
pressure in The dual action of ‘ Pentoxylon’ provides 
hypertension. amore comprehensive . . . more effective 

. . . therapy than has hitherto been 

Ke increases exercise possible using a single medicament, and 

soleus it infuses the anginal patient with a 
i feeling of well-being and hope. 

% produces objective Each ‘Pentoxylon’ tablet contains Img. 
improvement ‘Rauwiloid’ and 10mg. _pentaerythrityl 
demonstrable by tetranitrate. The usual dosage is one 
electro-cardiograph. tablet four times daily before meals. 


Occasionally it is desirable to increase 
the dosage — up to 8 tablets daily are 
well tolerated. 


Sole agent in Australia: 
MEDICAL RESEARCH PTY. LTD. 


(P.O. Box 3749) 
SCOT CHAMBERS, HOSKING PLACE, SYDNEY 


RIKER LABORATORIES LIWITED 


d. trademark. 
LOUGHBOROUGH LEICS. ENGLAND 


| : 
= 
THE 
IC 
RALIA AI 
J 
VE 
RT 
= R ‘ 
\ 
OX 
% © 
an 
x 
— ! 
R KEI 
ae 
XU 
M 


x THE MEDICAL JOURNAL OF AUSTRALIA ADVERTISER Decemer 28, 1957 


Silicone Vasogen 


(Containing 20% Silicone Fluid) 


Silicone Vasogen is a pure oil-in-water 
emulsion presenting 20% Polydimethylsiloxane. 

When applied, the emulsifying agent breaks down, leaving an 
unbroken film which is all silicone — because there are no other oils 
or fats to weaken the barrier. 

The film is redispersed only with great difficulty. 

Silicone Vasogen spreads exceptionally well, and is therefore easy to 
apply to tender skin. It is pale pink in colour, which makes it 
invisible on the skin. May be sterilized in steam 
at a pressure of 15 Ib. per square inch. 


INDICATIONS: 

COLOSTOMY—replacing aluminium paint. 

ABDOMINAL WOUNDS—where bile discharge or intestinal 
enzymes are causing excoriation. 

ILEOSTOMY. 

SUPRAPUBIC WOUNDS—skin around area. 

SKIN ERUPTIONS—protects surface when skin is sensitive 


to moisture (as in various forms of eczema). 


BED SORES, SORE BUTTOCKS, SORENESS BETWEEN 
LEGS OR UNDER BREASTS, CRACKED NIPPLES, 
PLASTER RASH. 


Formula: Polydimethylsiloxane 20%, Zinc Oxide B.P. 74%, 
and Calamine B.P. 14%. 

Packs: 20-gram Tubes and 500-gram Hospital Packs. 

References: ‘“‘British Medical Journal’, March 10, 1956; 
“British Medical Journal’, May 19, 1956; “Journal of 
Industrial Hygiene and Toxicology”, 30, 332, 1948. 


Made in England by — 


LACTAGOL LTD. 


LONDON ROAD, MITCHAM, SURREY 


Australian Distributors — 


SALMOND & SPRAGGON (AUST.) PTY. LIMITED 
104-108 MOUNT STREET, NORTH SYDNEY 


And at Melbourne, Adelaide, Brisbane and Perth. 


XUM 
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NEW: 


FELICUR 


1-PHENYLPROPANOL 
a true choleretic with 
an intensive action 


Felicur increases not only the secretion 
of bile but also the effective solids. 


prophylactically ; in digestive disorders following fatty and 
indigestible meals. 


therapeutically: in disorders of the biliary system and in 
hepatopathies. 


Original Packings: 50 capsules each of 0-1 g. 


 $SCHERING AG BERLIN 


Shen Distributors: 


SCHERING PTY, LTD., 52 CARRINGTON ST, SYONEY, 
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SERENITY 
in the 
menopause . . . 


The menopause is a normal milestone 
in life, yet it is often accompanied by emotional , 
disturbances with increased tendency to irritability 
and to disturbed harmony with friends and family. 
MIXOGEN tablets, by correcting 
endocrine imbalance, give rapid relief in the simplest and 


most economic way. 


dosage : (-2 tablets daily, 
reducing when possible. 


Each tablet contains 0.0044 mg. 


OESTROGEN-ANDROGEN SYNERGY of crystalline ethinyloestradiol 


B.P. 3.6 mg. of 
Literature and sample on request. of 28 and bottles of 100. 


ORGANON LABORATORIES LTD., LONDON 


AUSTRALIAN AGENTS: British Pharmaceuticals Pty., Ltd. 
SYDNEY : 8-12 Bathurst Street, Sydney, N S.W. (Box 3967 G.P.O.) 
Also at : 
MELBOURNE : Box 2320 V., G.P.O., Melbourne. PERTH : Box 1549, G.P.O., Perth, W.A. 
BRISBANE : Box |152-P G.P.O., Brisbane. ADELAIDE: P.O. Box 845, Adelaide, S.A 
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Distinguished Record 
Wide clinical use has given ‘Tlotycin’ brand Erythro- 
mycin a distinguished record of remarkable safety. 
Highly effective against staphylococci, streptecocci and 
pneumococci, ‘ Ilotycin’ exerts negligible effect on 
the colon bacillus and does not give rise to the 
extremely dangerous staphylococcal enterocolitis. It 
is particularly valuable against penicillin-resistant 
staphylococci. 


‘Tlotycin’ is the surest and safest way of combating a wide 
range of common infections encountered in general and hospital 
practice, and can be life-saving in overwhelming infections where 
prompt response is vital. 


The average daily dose is 1 Gm., increased in severe 
infections. 


‘Tlotycin’ is available as Tablets of 100 mg. and 250 mg., 
specially coated for maximum absorption. 


Available under N.H.S. 


Originated by Lilly 


| 

3° 

e 
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ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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the true Vitamin B complex 


gives a 3 pronged attack | 


Bodo 
O 
090 09909, 


Calc. Pantothenate 


AMINO ‘B’ FORT contains the whole natural Vitamin B Complex obtained 
from partially hydrolysed selected yeasts and concentrated cereal extracts 
fortified with: Aneurin, Riboflavin, Nicotinamide, Pyridoxine, Calcium 
Pantothenate, and Ascorbic Acid. 
AMINO ‘B’ FORT (with all the vitamins correctly proportioned by nature) 
does not upset vitamin balance by supplying too much of one vitamin at the 
expense of another. ES 
AMINO ‘B’ FORT tablets are sugar-coated to give protection against loss of 
potency and, at the same time, eliminate the unpleasant odour associated with 
certain vitamins. : 
AMINO ‘B’ FORT tablets are pleasantly flavoured and are ideal for children 
and adults alike. 
DOSAGE : One or more tablets three times daily. 

Samples and literature on request to :— 


MEDICAL RESEARCH PTY. LD., HOSKING PLACE, SYDNEY 
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A PALATABLE, CONCENTRATED \ 
RECONSTRUCTIVE GENERAL : 
TONIC 
Containing, 
VITAMINS A, ond RIBOFLAVIN, MIACINE 
PROTOLEX® concentrated LIVER EXTRACT. 


ACIDS. CALCIUM. PHOSPHORUS 
(ROM, OEXTROSE ane STRYCHMINE 


May be taken with water 


According age. 


Reconstructive tonic leadership won by NOVOTONE 


Once in a while it happens. A reconstructive Garles MG, f, f 


tonic of such balanced formula, such quality of 


materials and presentation, so efficient for its PTY. LTD. 
purpose, that it rapidly leaps to leadership. MAKERS OF PHARMACCUTICAL 
Such a product is Novotone. Novotone contains SPECIALTIES 
Vitamins A and D, B Complex, Minerals, 65-71 The Boulevarde, Caringbah, N.S.W. 
Protein Hydrolysate and Liver Extract in a Telephones: LB7421, LB7431, LB7413. 


palatable spearmint/lime syrup . . . also available 
Novotone Sine Strychnine. Issued in 8-oz. 
and 80-oz. ‘bottles through leading pharmacies. 


The Federal Dispensary Ltd., 
Singapore, Kuala Lumpur. 


Representatives and 
Klang, Seremban. 


Stockists in MALAYA 
The Georgetown Dispensary Ltd.., 


Penang, Ipoh, Malacca. 
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for rapid all types 


ASTH MA 


Prescribe the World Renowned Inhalation Therapy 


RIDDOBRON INHALANT 


and a 


RIDDELL INHALER 


RELIEF IS QUICK AND PROLONGED 
Harmless, non-habit-forming, non-irritant and free of any secondary effects 


RIDDOBRON RIDDELL 
TABLETS INHALERS 


© Afford a convenient form of oral medication. 


 @A dry, penetra- 
ting vapour, s0 


® The Riddopag 


© Suitable at 


respiration or as a supplementary treatment to pocket instrument dametied Sev enie- 
the above therapy. for ‘Riddobron’ in- factory results, is 
halations. guaranteed. 
RIDDOPAG 


Please write for illustrated lists. 
Manufactured by 


RIDDELL PRODUCTS LIMITED 


RIDDELL HOUSE, 10-14 DUNBRIDGE STREET, LONDON, E.2, ENGLAND 
Sole distributors 


Potter & Birks Pty. Ltd. 


120 Pacific Highway, St. Leonards, Sydney, Australia. 
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‘Hibitane’ — Antiseptic Lozenges 


For infections of the aan 
and throat and for the relief 
of sore throat and laryngitis 


antiseptic lozenges 


Containing the new 1.C.1. antiseptic *Hibitane’ (Chlorhexidine) 
Formula: ‘Hibitane’*Dihydrochloride 5 mg. Benzocaine B.P. 2 mg. 


ADVANTAGES 


! Powerful antibactevial effect against 
Gram-positive and Gram-negative organ- 
isms. Also active against Monilia and 
Aspergillus. 


2 The saliva produced when sucking a 
lozenge is highly bactericidal to mouth 
pathogens. Saliva tests show ‘ Hibitane’ 
lozenges to be far superior to other 
antiseptic lozenges. 


3 Low oral toxicity; harmless to the 
tissues locally. 


Marketed in Australia by 


IMPERIAL CHEMICAL INDUSTRIES OF AUSTRALIA & NEW ZEALAND LTD. 


4 No sensitivity reactions, local or gen- 
eral, have been reported with ‘Hibitane’. 


5 Bacteria do not develop resistance to 
‘Hibitane’, nor can resistance be induced 
in vitro. 


6 The lozenges are pleasantly flavoured 
and well liked by children. 


Packed in tubes of 12 lozenges. 


fic 


A product of Imperial Chemical Industries Ltd. (Pharmaceuticals Division), England. 


2645.MED. 183X.573 
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to-morrow’s sulpha to-day ! 


LEDERKYN 


Tablets (0.5 gm.) 


of SULPHAMETHOXYPYRIDAZINE 


* The first “one tablet a day” sulpha 


* LOW DOSAGE — dosage reduced to a fraction of that 
of other currently available sulphonamides. 


* SOLUBILITY — prompt absorption,: good diffusion 


_ An entirely new, 


into body fluid and tissue. 
PROLONGED ACTION — therapeutic blood levels 
sulphonamide within the hour, concentration peaks within two 
hours. 
developed by Lederle, * BROAD-RANGE EFFECTIVENESS—particularly effec- 


tive in urinary tract infections due to sulphona- 
mide-sensitive organisms, and in the prophylaxis 


LEDERKYN (sulpha- of rheumatic fever and bronchiectasis. 
°* SAFETY — based on low required dosage, solubility, 
methoxy pyridazine ) slow excretion rate. 


INDICATIONS—most bacterial infections sensitive to sulphonamides. 


sets a new standard 
DOSAGE—Adiults: initially 1 gm. (2 tablets), thereafter 0-5 gm. (1 tablet) 
once daily. 
Children: proportionately, according to age and weight. 


‘or sulpha thera 
f P PY LEDERKYN is available in bottles of 12 and 100 tablets. 


Lederle Laboratories Division, American Cyanamid Company, 
New York, U.S.A. 


Distributed throughout Australia by ALL D.H.A. HOUSES 
* Registered Trade Mark 
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‘Tabloid’ Cyciovarbitone is the ideal barbiturate for routine sedation. It 
induces sleep withir fifteen to thirty minutes, after which its hypnotic action 
rapidly diminishes and is replaced by a state of natural sleep. The patient 
awakes refreshed and free from the “hangover” effects commonly produced 
by soporific drugs. 


Specify ‘TABLOID’ on all Cyclobarbitone prescriptions to ensure sound, 
restful sleep. 


“TABLOID: 


Gr. 3, Bottles of 25, 100 and 500 


BURROUGHS WELLCOME & CO. (AUSTRALIA) LTD., SYDNEY, N.S.W. 


_ 
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The Treatment of Varicose Ulcers 
is considerably simplified, and earlier complete healing 
can be expected with the use of the 


SIMA-VARIX-BANDAGE 


@ Only one dressing every 3-4 weeks; 

@ “Ready for immediate use” presentation; 

@ Full length, firm, yet elastic support; 

@ Simanite impregnation against skin irritation, also 
promoting granulation. 

are some of the advantages which have made SIMA-V ARIX-BANDAGES 

indispensable for successful varicose ulcer treatment. 

Made in Australia by 


SIMANITE (A’sia) PTY. LTD., SYDNEY 


Interstate distributors: 
WILLIAM PEARCE & CO. PTY. LTD. 
Sydney, N.S.W. Tel. BM6129. 


BRODERICK MacKINNON PTY. LTD. 


280 King Street, Melbourne, Vic. Tel. MU3287. 


ETHICO DISTRIBUTORS 
Perth, W.A. Tel. BA5284. 


GRADWELL BROS. 
Brisbane, Qld. Tel. B9739. 


MESSRS. PHARMACEUTICALS PTY. LTD. 
93 York Street, Launceston, Ta-. Tel. L’ton 2515. 


£ for £ 
HOLDEN 


1S THE BEST VALUE 


LOBER’S 


is the best place to 


buy your Holden 


W. H. LOBER 
& CO. PTY. LTD. 
SALES: 188 GEORGE ST. (near Circular Quay). BU 4452 


USED VEHICLES: 172 GEORGE STREET. BU 4768 
and at KIORA RD. MIRANDA. LB 8090 


EFFICIENCY 


in por surgery and 


AESTHETIC 
HYGIENE .......... 


The efficiency of a well designed surgery 
interior will save you many times 
its cost. 


The modern beauty, harmony and comfort 
of a well designed home interior will 
make your home a haven of refuge. 


Yes, for efficiency and beauty in home 
and surgery, see: 


ARTES STUDIOS 


Home and Office Interiors Pty. Ltd. 
539 George Street, Sydney 
Phones: BM3337, MA1856 
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ALLEN and HANBURYS 


GUANIMYCIN PROVIDES THE 4 


PRESENT 


SOMETHING NEW 


Each tablet contains Strepto- 
mycin Sulphate B.P. 62-5 mg., 
Sulphaguanidine B.P. 0°5 gm. 


HOUR SPECIFIC TREATMENT 


FOR 


BACILLARY DYSENTERY 


GASTRO-ENTERITIS 


SALMONELLA FOOD POISONING 


GUANIMYCIN 


rapidly contrels symptoms . . 


. prevents survival of resistant strains . . . 


in infants, permits adequate feeding during illness. 


STABLE — CONVENIENT 
ADVANTAGES OF GUANIMYCIN THERAPY 


Prevents Resistant Strains 
Streptomycin alone, given orally, is capable of producing 
a sterile stool within a few hours, but frequently fails to 


eradicate the infecting organisms completely owing to the 
survival of resistant strains. In GUANIMYCIN the mutual 


reinforcement of streptomycin and sulphaguanidine prevents 
the occurrence of these resistant organisms. 


Speed of Action 
GUANIMYCIN rapidly controls symptoms and restores well- 
being. It reduces the duration of the illness and if given 


early enough it may completely abort an attack. GUANI- 
MYCIN will considerably reduce the convalescent carrier 


rate. 
The Treatment of Choice in Dysentery 


in the management of epidemics of dysentery GUANIMYCIN 
is of value, both in the treatment of affected cases and in 


the elimination of the carrier state. 


FULL ADULT COURSE — 16 TABLETS. 


Easy Oral Administration 

The adult dosage of GUANIMYCIN Tablets is 4 tablets at 
approximately four-hourly intervals. 

Can be Given to Children 

GUANIMYCIN Tablets may be given to children in a dosage 
of 2 tablets four-hourly. 

No Absorption, No Toxicity 

When streptomycin is administered orally, there is no 
absorption of the antibiotic from the intestinal tract. GUANI- 
MYCIN is thus wholly free from the neurotoxic complications 
sometimes associated with parenteral streptomycin. 


For the Traveller 
GUANIMYCIN Tablets, in their handy-sized pack, are 
especially suitable for the traveller. They provide in a 


convenient and stable form the same prompt and effective 
therapy as the suspension prepared from GUANIMYCIN 
Powder. 


RETAIL PRICE — 12/6. 


ALLEN & HANBURYS (AUSTRALASIA) LIMITED 


SYDNEY — MELBOURNE — BRISBANE 
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XYLOCAINE’ 


THE IDEAL LOCAL ANAESTHETIC 


Compared to procaine, XYLOCAINE has .. . 
TWO TO THREE TIMES — QUICKER ONSET OF ACTION 
TWO TO THREE TIMES — LONGER DURATION OF EFFECT | 
TWO TO THREE TIMES — WIDER MARGIN OF SAFETY 
TWO TO THREE TIMES — BROADER AREA OF INFILTRATION 


and 


“XYLOCAINE” DOSAGES ARE GENERALLY NO MORE THAN HALF 
THOSE OF PROCAINE 


Packed in Vials, Cartridges and Ampoules (with or without Epinephrine), Jelly, Ointment, 
‘ Viscous and Topical 4%. 


Available from your usual medical supply dealer or from the sole Australian distributors: 


COMMONWEALTH DENTAL SUPPLY COY. PTY. LTD. 


BRISBANE, SYDNEY, MELBOURNE, HOBART, TOWNSVILLE 


Xylocaine is manufactured by A. B. Astra, Sweden. 
* Registered 


Did you know these unusual indications for 


DOXEPHRIN 


Anglo-Swiss’s original racemic methyl-amphetamine BRISBANE B9739 


Because DOXEPHRIN has a greater central stimulant effect and 
it is now often used, with better results MELBOURNE MB 


in the control of oculogyric crises and other manifestations of 


post-encephalitic Parkinsonism. ; ADELAIDE LU 4522 
and for the prevention of post-operative hypostasis. 


Available as Tablets (5 mgm.) in bottles of 40 and 100; Elixir PERTH B2775 7 
(20 mgem./fl. 0z.), 4 oz. and 16 oz.; Ampoules (20 mgm/c.c.), 


in boxes of 6 x 1 ccc. LAUNCESTON 319! 


Literature and liberal samples from 
HOBART B 673! 
ANGLO-SWISS DRUG CO. PTY. LTD. 


92 PITT ST., SYDNEY 
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Trace MARY 


SPHYGMOMANOMETERS 


MADE IN ENGLAND 


Die cast Aluminium Alloy Case. 
Light weight, 32 ozs. 

Size. 12} x 3% x 12 

Durable artistic finish — grey and 
black. 

Ample storage space for inflation 
System. 


Underside of case fabric covered to 
prevent scratching. 


FULL RANGE OF 
MERCURIAL 
AND ANEROID 
INSTRUMENTS 


Obtainable 


THE from all 
METPAK Surgical 
Houses 


‘Model 260m/m 


A. C. COSSOR & SON (Surgical) LTD. 


Accoson Works, LONDON, N.4. ENGLAND 


POST GRADUATE 


STUDY | 


For Australian Practitioners 
-—» Are you preparing for any Medical, 
Surgical or Dental Examination? 
Send coupon below for valuable publication 


“GUIDE TO MEDICAL EXAMINATIONS” 
PRINCIPAL CONTENTS: 


@ The Examination of the Qualifying Bodies. © The 
M.R.C.P. London and Edinburgh. @ Diploma in 
Anesthetics. @ The Diploma in Tropical Medicine. 
@ Diploma in Ophthalmology. @ Diploma in Psycho- 
logical Medicine. @® Diploma in Child Health. 
® Diploma in Industrial Health. @ Diploma in 
Laryngology. @ The F.D.S. and all Dental Examina- 
tions. @ All Australian Medical Examinations. 


The Secretary, 

Medical Correspon- 

dence College, 

19 Welbeck Street, 

London, W.1. 

Sir.—Please send me a copy of 

your “Guide to Medical Hzamina- 

tions” by return. 


Examinations in which 


You can prepare for any 
of these qualifications by 

postal study in Aus- 
tralia and come to 
Great Britain for 
examination. 


AEROSOL 


DERMOPLAST 


NEW DERMOPLAST AEROSOL THERAPY 
CONTROLS PAIN AND PRODUCES QUICK 
RELIEF FOR YOUR OBSTETRICAL OR 
GYNACCOLOGICAL PATIENT . . . 


PROPERTIES: Analgesic, bactericidal, fungicidal, anti- 
pruritic, astringent. 

Spray P.R.N. over involved area (usually every 4 to 
6 hours for the first 48 hours). 

Wait ten minutes before applying dressing (unless a 
saturated dressing is used). 


ADVANTAGES: Relieves pain and itching without 
using narcotics. Does not dry wound. Wound is 
kept pliable. Promotes faster healing. Prevents 


infection. Does not macerate tissue. 


NOTE: It is recommended that a saturated dressing 
with Dermoplast be used. By so doing, mounding of 
scar tissue is usually prevented, and a longer period 
of effective analgesic action is maintained. 

FORMULA: Benzocaine 4-5%, Benzethonium chloride 0-1%, 


menthol 0-5%. Preservatives: 2% methyl paraben, 
8 Hydroxyquinoline, 0-63% dissolved in oils (Doho 


process). 
PRODUCED BY DOHO CHEMICAL CORP., U.S.A. 
Makers of 
AURALGAN, RHINALGAN 


RECTALGAN, O-TOS-MO-SAN 
DERMOPLAST in 3-o0z. Aerosol Sprays. Limited 


supplies available in Australia, only direct from the 
sole agents. 


GREENSON PTY. LTD. 


Greenson House, 110 Little Bourke St., Melbourne, C.1 
Telephone FB2424 
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OYAL ALEXANDRA _ HOS- 
PITAL FOR CHILDREN, 
CAMPERDOWN, SYDNEY. 


HONORARY MEDICAL STAFF. 


WRITTEN APPLICATIONS, 
with copies of testimonials, are 
invited for appointment to _ the 
following positions: 


Medicine. 
Assistant Physician (1 vacancy). 
Relieving Assistant Physician (1 
vacancy — contingent upon 
present appointee being ap- 
pointed Assistant Physician). 
Relieving Assistant Physician (1 
vacancy ). 


Urology. 
Urologist (1 vacancy). 
Assistant Urologist (1 vacancy— 
contingent upon present ap- 
pointee being appointed 
Urologist). 


Har, Nose and Throat Surgery. 
Assistant Ear, Nose and Throat 
Surgeon (1 vacancy). 

Written applications are also 
invited for appointment to the 
following positions which have 
become vacant under By-law 60, 
etc. The present appointees are 
eligible for but not entitled to re- 
appointment: 


Medicine. 
Assistant Physicians (2 vacan- 


cies). 
Relieving Assistant Physician (1 


vacancy ). 

Temporary Relieving Assistant 
Physicians—2 years (4 
vacancies). 


Consultant to Congenital Heart 
Disease Clinic (1 vacancy). 
Dermatology. 
Dermatologists (2 vacancies). 
Assistant Dermatologist qa 
vacancy). 
Psychiatry and Child Guidance. 
Physician-in-Charge of  Psy- 
chiatric and Child Guidance 
Clinie (1 vacancy). 
Radiology. 
Assistant Radiologists (3 vacan- 
cies). 


Radiotherapy. 
Consultant in Radiotherapy (1 
vacancy ). 


Surgery. 
Temporary Relieving Assistant 
Surgeon — years (1 
vacancy). 
Ophthalmology. 


Assistant Ophthalmic Surgeons 
(2 vacancies). 


Orthopedic Surgery. 


Orthopedic Surgeon (1 vacancy). 
Assistant Orthopedic Surgeons 
(3 vacancies). 


Application forms, which must 
be used, and copies of conditions 
of appointment, are obtainable at 
the General Office of the hospital. 
One of such forms (with copies of 
testimonials) to be forwarded to 
the Chief Executive Officer of the 
hospital, and 12 duplicates (with 
copies of testimonials) to the 
Registrar, University of Sydney, 
before noon, 6th January, 1958.— 
MARGARET TELFER (Registrar, Uni- 
versity of Sydney), J. C. FuLtTon 
(Chief Executive Officer and 
Medical Superintendent, Royal 
Alexandra Hospital for Children), 
Joint Honorary Secretaries to 
Conjoint Board. 


ESTERN AUSTRALIA : 

STATE PUBLIC SERVICE. 

DEPARTMENT OF PUBLIC 
HEALTH. 


DIRECTOR, LABORATORY 
SERVICES. 


Salary: Within the range £2930- 
£3400 (gross) per annum, accord- 
ing to qualifications and experience. 

Duties: Microbiology in relation 
to diagnosis, general epidemiology, 
water and ,food; includes some 


industrial pathology and_ other 
laboratory activities. The Central 
Laboratory maintains a_ close 


liaison with the University’s 
Department of Microbiology. Also 
connected with a Chest Hospital 
of 200 beds and several country 
hospitals where subsidiary labora- 
tories are being established. 


Transport: A_ reasonable amount’ 


p 
will be allowed for transport of 
appointee and dependent family to 
W.A. provided appointee enters into 
bond to serve the State for a 
period of at least three years. 

Conditions of Service: Super- 
annuation benefits, long-service 
leave (three months after each 
period of seven years’ continuous 
service), liberal sick leave, and 


other conditions applicable to 
permanent officers under the 
Public Service Act. 

Further information may be 


obtained from the Commissioner of 
Public Health, 57 Murray Street, 
Perth, W.A. 

Applications, stating age, quali- 
fications and experience, should be 
addressed by January 25, 1958, to 
PuBLic SERVICE COMMISSIONER, 184 
St. George’s Terrace, Perth. 


APPLICATIONS are invited for 
appointment as Registrar in the 
Department of Anesthesia. 

Salary range £28 10s. 5d. to 

£33 6s. 1d. per week. 
Further particulars may be had 
on application to the Director of 
Anesthetics.—A. E. SHARP, Secre- 
tary. 


SSISTANTSHIP, view partner- 
ship, required by fifth year 
graduate with training in general, 
obstetric and pediatric teaching 


NEWCASTLE. HOS- 
PITAL, N.S.W. 


hospitals, and also ex- 
perience. Own car. Married. 
Available’ early January. Reply 
No. 386, c.o. this office. 
ROFESSIONAL SUITE RE- 
QUIRED, Macquarie Street, 
Sydney. 400 to 550 square feet. 


Exclusive use of waiting room, 
toilet and bathroom _ essential. 
Premium offered. Reply No. 384, 
this office. 


YE PRACTICE NEEDS slit- 

lamp, perimeter, synoptophore, 
trial lenses, vertometer, test type, 
minor surgical instruments, etc. 
Reply No. 381, c.o. this office. 


HRISTIAN G.P. in rapidly ex- 
panding practice in southern 
Adelaide suburb seeks partner or 
assistant, view partnership, to 
commence March or April. Must 
be professing Christian. Salary 
40 guineas per week (including 
car and board). Own car neces- 
sary. Reply No. 383, c.o. this 
office. 


ROFESSIONAL ROOMS WAN- 
TED IN MACQUARIE ST., 
SYDNEY. Minimum 450 square 
feet, ground floor, first floor, or 
lift. Substantial premium. Reply 
No. 285, ¢c.o. this office. 


OLLONGONG DISTRICT 
HOSPITAL, N.S.W. 


APPOINTMENTS TO HONORARY 
MEDICAL STAFF. 


APPLICATIONS are invited for 
the undernoted appointments for 
a term of three years. 


Surgery. 


Two (2) Consulting Surgeons. 

Four (4) General Surgeons. 

Five (5) Associate Surgeons. 

Two (2) Anesthetists. 

Five (5) Associate Anesthetists. 

Three (3) Orthopedic Surgeons. 

Three (3) Associate Orthopedic 
Surgeons. 

Two (2) Oto-Rhino-Laryngolo- 
gists. 

Two (2) Ophthalmic Surgeons. 

Two (2) Assistant Ophthalmic 
Surgeons. 

One (1) Consulting Neuro- 


surgeon. 
One (1) Urologist. 
One (1) Relieving Urologist. 
One (1) Consulting Thoracie 
Surgeon. 


Medicine. 

One (1) Consulting Physician. 
Four (4) Physicians. 
Five (5) Associate Physicians. 
One (1) Consulting Pediatrician. 
Two (2) Associate Pediatricians, 
One (1) Dermatologist. 
Three (3) Psychiatrists. 
Two (2) Associate 

Physicians. 


Obstetrics. 


One (1) Consulting Obstetrician 
and Gynexcologist. 


(2) | Obstetricians 
Gynecologists. 


Four (4) Associate Obstetricians. 


All applications are to be made 
on the hospital’s printed form, 
which may be obtained on request 
from the undersigned. More than 
one position may be applied for, 
but preference should be _ stated, 
and if application be made for a 
senior position, willingness or 
otherwise to accept a junior one 
should be indicated. The closing 
date for applications for the above 
appointments has now been fixed 


Chest 


Two and 


for January 4, 1958—A. E. 
KNOWLES, Secretary. 
OYAL PRINCE ALFRED 


HOSPITAL, CAMPERDOWN, 
N.S.W. 


APPLICATIONS _ in writing, 
closing Monday, 13th January, 
addressed to the undersigned, are 
invited from medical graduates of 
at least t‘vo years’ standing for 
appointment as Registrar in 
Psychiatry. Salary according to 
year of graduation as approved by 
the Hospitals Commission.—H. 
SELLE, General Superintendent. 


XCELLENT OPPORTUNITY 
for ambitious and energetic 

man to acquire third share in ex- 
panding practice (G.C. last three 
years: £11,500, £17,000, £19,500), 
Bankstown (Sydney) area, for 
£4000 on £1000 deposit and easy 
Modern _ three-bedroom 
residence available, but 
optional. £450 Deposit £1000 
and extended terms, or one year’s 
lease prior to purchase. Will con- 
sider lease of my _ share for 
mininium of twelve months. In- 
quiries to Dr. Davin Law, UU 0633. 


ANTED, second-hand tonsil- 
lectomy instruments, including 
headlight. Ring ML 2312 (Sydney). 


OYAL FLYING 


completion of three 
Satisfactory service, the equiv, 
of six months’ salary will be 
(in lieu of the four weeks’ 
fresher course for the third year) 
to assist in taking a post-gradugte 
course. Fully furnished  howge 
rent free and car provided.  Afp. 
craft flown by experienced com. 
mercial pilot. Apply in wri 
stating age, marital status, q 
fications and_ post-graduate 
perience, and enclosing photograph 
and copies of testimonials, re 
Medical Superintendent, Royal 
Flying Doctor Service of Australia 
(Queensland Section), A.N.Z. Bank 
Chamber, Queen Street, Brisbane, 


SSISTANT PATHOLOGIST, 
PERTH, W.A. 


Medical graduate of four or fiye 
years’ standing for busy private 
clinical pathology practice. Appli- 
cant must be experienced ip 
routine laboratory procedures, 
Salary: £A2000 per ‘annum for 
first year with prospect of join’ 
partnership as well as _ salari 
post-graduate study. 
Secretary, BritTIsH MEDICAL 
AGENCY COMPANY OF WES 
AUSTRALIA LIMITED, 8 King’s Patt 
Road, Perth, Western Australia, 


UEEN VICTORIA MEMORIAL 
HOSPITAL, 172 LONSDALB 
STREET, MELBOURNE, VE 


APPLICATIONS are _ invited 
from fully qualified medical wome 
for appointment as: 

Honorary Assistant Psychiatrist 

To commence 1st March, 1958, 

Applications, on prescribed = 
to be received by the undersign 
on or before 18th January, 1958— 
NELL STEPHENSON, Manager. 


RTHOPAZDIC SURGEON 
(VISITING), 

AUXILIARY 
DEPARTMENT OF 
HEALTH. 


Appointment will be on a se 
sional basis with remuneration at 
the rate of £4 4s. for the first how 
and £1 1s. for each half-hour there 
after of the session. Further it 
formation may be obtained from 
the Medical Superintendent of the 
above hospital. 

Apply Pusuiic Service’ Boa, 
19 O’Connell Street, Sydney, by 
6th January, 1958. 


SYCHIATRY. Lbcum 

required for full-time privat 
psychiatric practice in main New 
Zealand city for a period of sf 
months or more, commencing about 
the middle of next year. Psych 
therapy and modern types @ 
electro-cerebral treatments utilized 
on an _ out-patient basis. 
class facilities and working co 
ditions. Salary 50% of profit 
during tenancy. Average moni 
gross income £500 to £600 at 
present. Suitable locum mi 
later be acceptable as assistant & 
partner after return of prin 
from U.S.A. _ Applicants should 
possess the D.P.M. Reply No. 38% 
c.o. this office. 


R Ww DOCTOR 
SERVICE OF AUSTRAM# 
(Queensland Section) requi 
\ Medical Officer to commence 
SC January, 1958. Commencing salam 
£1850 p.a., ranging on Serviceigg 
£2250 p.a. Annual leave on 
pay of four weeks for recreafij 
and if continuing in the Serving @ 
course at an approved _hospiim 
» 
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discoverers than 


TRADE 


MARK OF CHAS. PFIZER & CO.1NC. 


OF TASMANIA: 
BURNIE_GENERAL HOS- 
PITAL. 


(RESIDENT MEDICAL OFFICER. 
Ban 
on es 
‘LOGIST, the Burnie Hos- 
ital (43 general __sibeds, 21 
paternity, out-patients 
r or fie onually). Salary £1328 p.a. with 
ivate residential emoluments, in- 
self-contained semi- 
suitable for a 
ocedures, arried couple. Fare to Burnie 
um, efunded. Further particulars and 
pplication forms, from Superin- 
salari dent.—J20. S. CAMBRIDGB, 
MEeEpIca 
HOSPITAL FOR 
INFANTS, SUMMER HILL, 


APPLICATIONS on_ prescribed 
, Vig@form are invited for the position 
anua alary range oO 
invited to £1669 p.a., less £3 128. 3d. 
| womel Hp.w. B. and R. 


Particulars from Medical 


hiatrist Superintendent. Canvassing of 
1958: Hdirectors is prohibited—W. B. 
fo poo, Benevolent Society 


of N.S » Thomas Street, Sydney. 


(male with car) wanted 

in five-man practice, 10th 
February to 19th April. Accom- 
modation for single man or live 
out by arrangement. Approxi- 
mately two days and five nights off 
each week. Salary £50 p.w. plus 
keep. Reply to YU 1348 (Sydney). 


OCUM WANTED (MALE) for 
three months (minimum). Start 
early January. Single accom- 
modation only. £45 per week plus 
ear allowance. Sydney suburb. 
Reply No. 377, c.o. this office. 


“DUNDEE” BOARDING 
SCHOOL, BLACKHEATH, 
N.S.W. 


Principal: Dr. S. B. Ladomery. 
W 129. 


residential school for 
girls. Certified 
by Department of Education. 
Any I.Q. under 55. Limited 
vacancies. 


Private 
subnormal boys, 


a SSISTANT, view fourth part- 
nership, required in three-man 
practice in Sydney suburb with 
moe hospital facilities. Married, 

otestant. Own car preferred. 
Unfurnished house available. 
Salary £50 p.w. Reply No. 360. 
€.0. this office. 


UBLIC SERVICE OF SOUTH 
AUSTRALIA. 


APPLICATIONS for the follow- 
ing position will be received by 
Public Service Commissioner, 31 
Flinders Street, ——— until and 
including Friday, January, 


Applicants shouid 
names, address, date . 
marital status, academic qualifica- 


tions, practical experience, and 
give particulars of war service (if 


any). Copies only of testimonials 
to be submitted with application. 

Appointee may be required to 
contribute to Superannuation Fund. 


state full 
of irth, 


HOSPITALS DEPARTMENT. 


Assistant Director, Radiotherapy 
Adelaide 


Hos pi tal. 
Salary: £2853 p.a. 
Duties: Under’ direction of 


Honorary Director, supervize work 
of General Radiotherapy Depart- 
ment equipped with superficial, 
deep and convergency-head X-ray 
apparatus and super voltage = 
ment (4 MeV linear accelerator 
adequate radon supply, and efficient 
physics service. It is proposed to 
install two telecurie therapy units. 

Qualifications: Applicants must 
be qualified medical practitioners, 
eligible for registration in South 
Australia, and possess Diploma in 
Therapeutic Radiology (or equiva- 
lent). 


PROPHYLACTIC INJEC- 
TIONS RECORD CARDS 


Size 53” x 34”. 
10/- per 100 plus 124% Sales 
tax. 


AUSTRALASIAN MEDICAL 
PUBLISHING COMPANY, 
LIMITED 


Seamer and Arundel Streets, 
Glebe, Sydney. 


MW 2651. 


OCUM WANTED for six weeks 
from end of February, 1958, in 
interesting western Queensland 
town. Includes hospital appoint- 
ment. £50 p.w. Own car. Reply 
No. 373, c.o. this office. 


RISBANE AND SOUTH COAST 
HOSPITALS BOARD, QLD. 
Applications are invited for the 
following positions: Anesthetic 
Supervisor—to be attached mainly 
to the Brisbane Hospita’ Radio- 
logical Supervisor—to be attached 
to the South Brisbane Hospital. 
Salary £2740-£2990 per annum, 
plus basic wage adjustments, plus 


board and lodging. Higher quali- 
fication in specialty required. 
Radiological Registrar — to be 


attached to the Brisbane Hospital. 
Salary £1715-£1965 per annum, 
plus basic wage adjustments, plus 
board and lodging, or £100 in lieu 
if married and living out. Further 
particulars may be obtained from 
the General Superintendent, Bris- 
bane Hospital. Applications close 
with the Manager, Brisbane Hos- 
pital, Herston Road, Brisbane, on 
10th January, 1958. 


came HOS- 
‘OR CHILDREN, 


PERTH, WESTERN AUSTRALIA. 


PATHOLOGIST. 


The Board of Management in- 
vites inquiries from qualified 
medical practitioners for the whole- 
time post of Pathologist. 

Intending candidates must have 
had _ suitable experience, whilst 
possession of a higher degree is 
an advantage. 


Salary £3120 per annum. Travel- 
ling expenses allowed in return 
for minimum guaranteed service. 


Inquiries as to general and 
medical detail should be addressed, 
by air mail, to the undersigned.— 
J. D. CLARKSON, Manager. 


GENERATOR FOR 
SALE, complete with control. 


1000 100 kv., major unit. 
£275. Reply No. 362, c.o. this 
Office. 


SSISTANT, view fourth share 


partnership, required by 
Sydney suburban practice. Sur- 
gical experience necessary. Com- 


mencing salary £2100 plus car, and 
algae cottage available. Reply 

378, c.o. this office, or ring 
WL 1631 for appointment. 


ASTERN SUBURBS, SYDNEY. 

Part-time assistant required 

for night and week-end calls (few 

on average). £17 a week. Com- 

mence duty 12th January. Reply 
No. 352, c.o. this office. 


OCUM AVAILABLE for morning 

or evening surgeries. Ex- 

perienced G.P. Own car. Sydney 

metropolitan area. Reply No. 363, 
c.o. this office. 


PENING for specialist in 

obstetrics, medicine, willing to 

do part-time G.P. Sydney suburb. 
Reply No. 371, c.o. this office. 


OCUM WANTED, male or fe- 
male, March to October, 1958. 
Group practice, Illawarra suburbs, 
Sydney. Salary £50 p.w. including 
ear allowance. Accommodation 
available. LX 4191. 


WANTED, 


GP. 


OPENING 
N.S.W. 


Two European medical prac- 
titioners, British subjects, mem- 
bers of the B.M.A., at present 
serving in Her Majesty’s Overseas 
Civil Service (Medical Branch), 
registered in N.S.W. and UK. 
arriving Sydney October, 195 
G.P. opening with hospital “facile 
ties; obstetrics essential. Some 
capital available. Eventual aim to 
buy two-man practice after pre- 
liminary assistantship. Town (sea- 
side) preferred. Schooling facili- 
ties. Both in early thirties. Young 


families. ‘Own cars. Fluent 
English, Italian and Maltese. 
Furni family residences (own 
linen, crockery and_ cutlery) 
essential. Moderate rents. Would 


also consider part-time hospital 
appointment with married accom- 
modation and right of private 
practice. All letters answered air 
mail by advertisers. Reply No. 
369, c.o. this office. 


YMPIE HOSPITALS BOARD, 
QUEENSLAND. 


APPLICATIONS are hereby in- 
vited for a Junior Resident Medical 
Officer for the Gympie Hospital. 


Salary range: First year ex- 
perience £1272 per annum, second 
year experience £1427, subject to 
basic wage adjustments, 


Single quarters aaa or £100 
per annum allowance 


Applications, full par- 
ticulars of age, experience, marital 
status, etc, and stating earliest 
date available for duty, together 
with copies of references, should 
be addressed to the Secretary, 
Gympie Hospitals Board, Gympie, 
Queensland. 


OYAL NEWCASTLE HOS- 
PITAL, N.S.W. 


A vacancy exists at Royal 
Newcastle Hospital for a Registrar 
in Ophthalmology. 

Salary range £28 10s. to £33 6s. 
per week, with a __ living-out 
allowance, where applicable, of 
£2 17s. 6d. per week—A. HB. 
SHarp, Secretary. 


SSISTANT WANTED for large 
group. practice, Sutherland 
area, N.S.W. Salary £2000 per 
annum plus accommodation and 
car allowance. Reply No. 375, c.o. 


this office. 

A SYDNEY (eastern suburbs) 
group practice requires locum 

for alternate week-ends. Salary 

12 guineas. Reply No. 372, c.o. 

this office. 
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DECEMBER 


MEDICAL AGENTS 


PRACTICES FOR TRANSFER 
LOCUMS, ASSISTANTS, ETC. 


1. N.S.W. Western Slopes. Opposed 
solo practice. Death vacancy. Gross 
cash average £7800. District hos- 
pital. Residence 4 bedrooms, all 
amenities (valuation £7000). Price 
residence and goodwill, £9000. 
Terms to suit purchaser. 


2. Sydney. Old-established three-- 


man partnership practice. G.C.T. 
average £14,500. Goodwill, third 
share, £2750. Residence of three 
bedrooms to purchase, £5750 


All Enquiries Confidential. 


GOYDER, SON & CO. 
llc Castlereagh Street, Sydney 
Telephones: BW 7149, BW 7828 
After Hours: JJ 3665 
Cables and Telegrams: 
“MMEDANREAL, Sydney” 
The name of Goyder has been 


Associated with Medical Agency 
since 1902. 


INTON HOSPITAL BOARD, 
QUEENSLAND. 


APPLICATIONS are invited for 
the position of Medical Superin- 
tendent, part time, at the Winton 
Hospital, Winton, Queensland. 
Modern hospital fully equipped 
with every convenience. 42-bed 
hospital with a daily average of 
approximately 16. 

Salary payable: minimum £1225, 
maximum £1350, with the right of 
practice. Population of 

inton and district is approxi- 
mately 3000, and there is no other 
doctor in practice. 

An up-to-date unfurnished resi- 
dence available in the hospital 
grounds equipped with an electric 
stove and bath heater at a reason- 
able rental 

Recreation leave of four weeks 
per annum on full pay. Three 
months’ notice on either side to 
terminate appointmen 

Successful applicant required to 
operate X ray (new plant) and 
must commence duties not later 
than 3ist January, 1958. 


Applications with credentials, 
stating age, marital status, quali- 
fications, experience and war 


service (if any), close with the 
Secretary, P.O. Box 16, Winton, 
Queensland, 5th January, 1958. 


SSISTANT 
NERAL 


WANTED IN 

GE PRACTICE, 
SYDNEY. £2500 plus_ liberal 
bonus. Good hours. WX 2522, or 
reply No. 374, c.o. this office. 


OCUM WANTED from January 

19 for two weeks. Married. 

To live in. Salary 40 guineas plus 
allowances. LM 4034 


opposed town. Average tak- 
ings £6000. Goodwill £2750. 
A very nice home of four bed- 


rooms. Brick house set in 
nice garden. Price includes 
carpets, blinds, ete. £6500. 


Good terms available. 


No. 1416: N.S.W. 
suburb. 


Solo opposed practice taking 
£5000; capable of consider- 
able improvement. Goodwill 


Sydney outer 


£1000. Brick residence of 
three bedrooms and all 
amenities set in pleasant 


garden with excellent views 
over Sydney. £9950 on deposit 
of £2500. 


SERVICE for DOCTORS 


PRACTICES LOCUMS 
INVENTORIES ASSISTANTS 
VALUATIONS PARTNERSHIPS 
® CONFIDENTIAL SERVICE ® 
No. 1415: N.S.W. Western No. 1417: N.S.W. Outer 
Slopes. Sydney. 
Excellent solo opening in an Specialist ophthalmic prac- 


Particulars in confidence. 


tice available, taking £3000. 
Practice capable of consider- 
able increase with surgery 
and in the hands of a younger 


specialist. Goodwill £2000. 
Equipment £350. Lock-up 
consulting rooms to rent at 

6s. D.w. residence. 


Homes available for purchase 
or rent. 


No. 1418: N.S.W. Northern 


Tablelands, 


Solo practice taking £4800. 
Goodwill £1000 cash. Three- 
bedroom residence to rent at 
£4 p.w. A wonderful opening 
for young practitioner. 


LEMITED 


Watson Vicror 


Also at Brisbane, Melbourne, Perth, 
Hobart, Launceston 


9 Bligh Street, Sydney 
BW4433 


Adelaide, Newcastle, 


SSISTANT REQUIKiv for one 
year’s duration, eastern 
suburbs, Sydney. To commence 
duty beginning January, 1958. 
Salary £50-£60 p.w., depending 
upon working hours. Reply No. 
286, c.o. this office. 


SSISTANT WANTED, eastern 
suburbs, Sydney. Car essential. 
£2000 per year plus car allowance, 


£250. Unfurnished flat available; 
low rental. Apply No. 313, c.o. 
this office. 


SMANIA (east coast). Un- 

opposed country practice in 
wealthy pastoral area with small 
general hospital. Proved cash 
takings £100 weekly. Well- 
equipped surgery, charming B.V. 
home. E.H.W.S. Orchard, etc. 
Can be financed on low deposit. 
Price £6250. Reply No. 354, c.o. 
this office. 


COUNTRY G.P. 


G.C.T. average over £4000. Attrac- 
tive N.S.W. mountain area. Trout, 
winter sport. Modern house and 
surgery unit to rent. Mains water 
and electricity. H.W.S. and septic 
tank. Good clinical records. Good- 
will £750. Surgery furniture, 
equipment and stocks £850. Vendor 
specializing. Suit semi-retired or 
younger willing to add surgery and 
Pye Reply No. 355, c.o. this 
office. 


NIVERSITY U 
U IE) 


APPLICATIONS are — 
the position of Senior Lee 
(Clinical) in Materia Medica 
Therapeutics. Salary £2160-£ 
per annum. The applicant shg@ 
have senior qualification in cl 
medicine, preferably including; 


M.D. degree. In addition he s ould 
have had special experience a 
therapeutics. e 
Further particulars aré obtaiy- 
able from the undersigned, 


whom applications close on : 
January, 1958.—C. J. Connmy 
Registrar. : 


OFFICER, DIVISIO 
OF INDUSTRIAL HYGIENE 
DEPARTMENT OF PUBLIC 

HEALTH. 


Salary £1861, range £2331. Com 
mencing rate "according to quali 
fications and experience. Duties 
include investigation of hazards 
and health in factories, mines and 
industry generally, ventilation @ 
theatres, cinemas and other places 
diagnosis of occupational diseaseg 
and examination of workers. Appl 
PUBLIC SERVICE BoarD, 19 O’Connel 
Street, Sydney, by 6th January 
1958. For information ’phon@ 
BL 1779 


UEEN VICTORIA MEMORIA 
HOSPITAL, 172 LONSDALB 
STREET, MELBOURNE, VIC 


APPLICATIONS are invited 
from fully qualified medical p L. | 
titioners, of at least two year E. ¢ 


standing (female or male), for 
position of: 

Medical Registrar. 

Salary: £1475 p.a. plus board ané 
residence. Duties to commence 
February, 1958. 

Applicants who wish to work 
from 9 am. to 5 p.m. only, 
alternatively, applicants who 
quire time to attend post-graduat 
lectures, will be considered. 

Applications close 11th Janua 

958.—NELL STEPHENSON, Manage 


N ESTABLISHED TWO-M&A 

PARTNERSHIP, NEWCASTLE} 
AREA, requires third man @ 
assistant, twelve months, vie 
partnership. £45 per week; 
car allowance per week. rnish 
two-bedroom house available (ré 
free). To start on or about 2 
January, 1958. Reply Box 2 
Post Office, Newcastle, N.S.W. 4 


ARTNERSHIP. N.S.W. (no 
coast). Can be run as 
practice without any trou 
Grossing £12,250. Whole for 
£5000. House £4500. Or half-s 
£2500 and house as above. 
if desired. Reply No. 231, 
office. 


ed iatric 


Applic: 
arital 


Te 
c.0. [Applic 


OCUM AVAILABLE. Sydney 
graduate with three years’ 
hospital experience, Royal New- 
castle Hospital, and four months 
in general practice. Single. Possess 
own car. Country locums pre- 
Reply No., 336, c.o. this 
office. 


GRADUATE wishes 
do week-end locums, nigit 
New Yet 


calls. Available over 
vacation. FW 3505. 


SALE: 
chair, cabinet, 


desk, comforts 
screen. 
able for consulting room. 
XY 3533 (Sydney). 


SALE OF PRACTICES 
LOCUM TENENS 
INVESTMENTS 


BRITISH MEDICAL AGENCY 
OF QUEENSLAND 
PTY. LTD. 


PURCHASE OF PRACTICES 
PARTNERSHIPS 
INDENTS 


LIFE ASSURANCE 
ENDOWMENT ASSURANCES: 
Telegrams: “Medicine”, Brisbane. 


88 L’ESTRANGE TERRACE, 
KELVIN GROVE, W.1, 
BRISBANE. 


FIRE INSURANCE 
ACCIDENT INSURANCE 
"Phone: 8. N. COBBOLD, Manager, B 1855. 
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gdney outer suburban solo prac- 
ee in pleasant area taking £4000 
‘yr goodwill of only £1000. Large 


:‘ree-bedroomed brick home in 
,cellent condition for sale at 
, 8600 on £2500 deposit. Vendor 


, ould also consider lease of prac- 
~ ice and house at £27 10s. p.w. for 
ve years. 


yuthern Riverina, N.S.W. Solo 
1opposed practice taking £700 for 
ile at goodwill of £3500. Good 


seal hospital. Large three- 
droomed brick home: in main 
reet for sale at £3500. Deposit 


* £2000, rest on easy terms. 


he Directors and staff of Richard 
homson & Co. Pty. Ltd. take this 
pportunity of wishing a Happy 
“d prosperous New Year to all 
embers of the medical profession. 


quali 
hazards 

nes and 

tion RICHARD THOMSON 
diseases & CO. PTY. LTD. 


‘APPLE Castlereagh Street, Sydney 


anuarygabetween Bathurst and Park 
phon@Btreets, T. & G. Building, on 
street level). 


2561. BM 2562. 
VIC 


After hours: 


L. L. Hanrahan: FF 3343. 
E. G. Garden: XJ 2500. 


umerous positions available for 
locum tenens and assistants. 


invited 
al prae 
year 
for th 


ard and 
ence $rd 


YOOWOOMBA HOSPITALS 
BOARD, QUEENSLAND. 


Wanted, Resident Medical 
ficer. Salary range £1230-£1385, 
s basic wage adjustment, £42, 
s board and lodgings. 


Toowoomba is a city, population 
,000, and the Toowoomba Hos- 
al is the main base hospital for 
uth-west Queensland, daily 
wemrerage 220, and is staffed by a 
perintendent, one senior and six 
ior residents and visiting 
ecialists in surgery, medicine, 
diology, eye, E.N.T., obstetrics 
ecology, neurology, 


gyn 
pediatrics and psychiatry. 
state 


Applicants, please 
Barital state and experience. 


c.0. “ti Applications close 31st December, 
957. 


age, 


tary-Manager. 
ishes Apply Secretary: 

Ss, 


i COLLECTORS 
afor table 


MEE“ JAYS” of Melbourne 

collect overdue accounts 

Tiwithin the State, throughout 
Australia and Overseas. 
Please post your list to 

JAYS AGENCY, 

220 Collins St., Melbourne, 

‘phone Central 1031-2058 


and we will call. 


OST-GRADUATE STUDY BY 
CORRESPONDENCE FOR 

ALL BRITISH AND AUS- 
TRALIAN MEDICAL EXAMS. 


Diploma in Anesthetics; Diploma 
tn Psychological Medicine ; Diploma 
in Ophthalmology; Diploma in 
Radiology; Diploma in  Laryn- 
gology; Diploma in Child Health; 
F.R.C.S.Eng., and all Surgical 
Examinations; M.R.C.P.Lond., and 
all Medical Examinations; M.D. 
Theses of all Universities; Courses 
for all Qualifying Examinations. 
Complete Guide to Medical Examin- 
ations sent free on application. 
Applicants should state in which 
qualification they are interested. 
Address: Secretary, Medical Cor- 
respondence College, 19 Welbeck 
St., London, W.1. 


ACKAY HOSPITALS BOARD, 
QUEENSLAND. 


RESIDENT MEDICAL OFFICER. 


APPLICATIONS are invited for 
a position as Resident Medical 
one at the Mackay Base Hos- 
pital. 


Salary classification £1287- 
£1442 per annum, which includes 
divisional allowance and _ basic 
wage adjustments to date. Com- 
mencing salary in accordance with 
previous experience of appointee. 

Single and married accommoda- 
tion available. 


The medical staff comprises 
medical superintendent, four resi- 
dent medical officers and five part- 
time specialists. Daily average 
approximately 150. 

The successful applicant would 
be required to commence duties 
early in 1958. 

Applications to be forwarded to 
the Secretary, Mackay Base Hos- 
pital, P.O. Box 1938, Mackay. 


Applicants must state full name 


and age, qualifications and ex- 
perience, and marital _ status. 
Certified copies of testimonials 


should also be forwarded. 


OYAL PRINCE ALFRED 


APPLICATIONS _ in writing, 
closing Monday, 27th January, are 
invited for the positions of Hon. 
Thoracic Surgeon, Hon. Assistant 
Thoracic Surgeon and Hon. Assis- 
tant Obstetrician. Initial appoint- 
ment expires 31.10.58, but ap- 
pointees will be eligible for re- 
appointment. — J. VENEsSS, M. 
TELFER, Joint Hon. Secs., Conjoint 
Board. 


UEEN VICTORIA MEMORIAL 
HOSPITAL, 172 LONSDALE 
STREET, MELBOURNE, VIC. 


APPLICATIONS are invited 
from fully qualified medical prac- 
titioners, of at least two years’ 
standing (female or male), for the 
position of: 


Anesthetic Registrar. 
Salary: £1475 p.a. plus board and 
residence. 


Duties to 
February, 1958. 


Applications close 11th January, 
1958.—-NELL STEPHENSON, Manager. 


commence 3rd 


COMMONWEALTH DEPART- 
MENT OF HEALTH. 


Medical Officer, Northern 
Territory. 


APPLICATIONS are 
the of Medical 
Officer, Native Surveys, Northern 


invited 
for position 


Territory Medical Service. 


Salary: £2433-£2763 plus a 
district allowance of £275 p.a. 
if married or £175 p.a. if single. 
A taxation concessional deduc- 


tion of £180 p.a. may be allow- 
able. 


Duties: Undertake surveys of 
native diseases throughout the 
Northern Territory and compile 
reports thereon; undertake treat- 
ment and supervision of treat- 
ment of natives in the Northern 


Territory. 


Qualifications: Applicants 
must be fully qualified medical 
graduates with qualifications 
entitling them to medical regis- 
Northern Terri- 


tration in the 


tory. 


Note: By reason of the nature 
the 


applicant must be young and of 


of the duties successful 
a high standard of physical fit- 


Applications, stating name in 
full, date of birth, qualifications, 
experience, marital status, or 
any request for further informa- 
tion, to the Director-General of 
Health, Canberra, by January 


WILLIAM PEARCE 


No. 460. North coast, N.S.W. A 
one-third share of a very soundly 
established unopposed partnership 
practice is available for transfer. 
Average gross takings are £19,149. 
The township, which is the centre 
of an important timber and dairy- 
ing district, has a population of 
3000, and the surrounding district 
a further 8500. There is a very 
well-equipped 50-bed hospital offer- 
ing every facility for surgery and 
obstetrics. The residence and pro- 
fessional rooms of the retiring 
partner are situated in the main 
street and are of substantial brick 
construction. I.C.V. is £8750. Good- 


will £3750. Premises £8750. Five 
years’ terms, 
No. 461. Australian Capital Terri- 


tory. Nicely established general 
practice in rapidly growing resi- 
dential and business section. Resi- 
dential premises and professional 
rooms ideally situated in shopping 
centre. Tenancy transferable. 
Goodwill, tenancy, floor coverings, 
waiting room furniture, £1250. 


No. 462. Eastern suburbs, Sydney. 
Half-share available in opposed 
two-man partnership of long 
standing. The practice is con- 
ducted from premises leased in 
important business centre. Excei- 


lent hospital facilities. 
average £10,242. Goodwill £4500. 
Terms. 


WILLIAM PEARCE 


AND CO. PTY LTD. 


GASTLEREAGH ST., SYD 
Phones: BM 6129 (2 lines) MA 4004 


M0O0R0OPNA AND DISTRICT 
BASE HOSPITAL, VIC. 


APPLICATIONS are _ invited 
from medical practitioners, 
graduate at least one year at 
time of taking up appointment, 
for one Senior Resident Medical 
Officer. 

Successful applicant will be 
required to commence duty 
about ist February, 1958. 

Salary: 2nd year £1175, 3rd 
year £1425 p.a., plus board and 
residence. 

Married quarters available. 

Further particulars may be 
obtained from the Medical 
Superintendent. 


OCTOR, with G.P. and hospital 
experience, car owner, married, 


wishes to do long-term locum, 
Sydney area. Reply No. 387, c.o. 
this office. 


DVERTISEMENTS.—Copy for 
advertisements in this section 
of the Journal should be in the 
hands of the Manager ten days 
prior to date of publication. The 


rate is 30s. per single column inch 
with a minimum charge of 15s. 
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RELEASE 
FROM 


TENSION 
WITH 


ATARAX 


Brand of Hydroxyzine Hydrochloride 


IN THE TREATMENT OF 
* Psychoneuroses 

Psychosomatic Illness 

* Maladjustment 


SUPPLIED: 
10 mg tablets, bottles of 20 and 100. 


PFIZER PTY. LIMITED 
BOX 4016, G.P.0O., SYDNEY 


* Trade mark of Chas. Pfizer & Co. Inc. 6 4 A. vr a 
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